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ABSTRACT 
The Use of Stress Management in Combination with 
Parent Training: An Intervention Study with 
Parents of Preschool Children 
by 
Theresa L Gunderson, Doctor of Philosophy 
Utah State University, 2004 
Major Professor: Gretchen A . Gimpel, Ph.D. 
Depar tment: Psyc hology 
lll 
Many preschool children exhibit a number of problematic, acting-out behaviors. 
Parent s of preschoolers exhibiting behavior problems often experience a great deal of 
stress associated with these problem behavior s. Consistently robust improvements have 
been found in the use of st ress management for adu lt stre ss, pain , and medical well-
being . Likewi se, studi es have shown parent training decreases the seve rity of child 
behavior problems . However, only a few studies have examined effects of parent 
training on both child behavior and parent stre ss. Some studies have found that parent s 
who complete parent training also report lowered stress levels commensurate with 
improvement of child behavior. It is unclear, though , whether adding stress 
management would provide addit iona l benefits to parents and their children. 
IV 
The purpose of this study was to look at effects of providing both parent training 
and stress management training to parents of preschoolers, and to look at the effects of 
providing treatment in a different order to two groups of parents. Parent volunteers 
completed seven weeks of parent training and four weeks of stress management 
training, with half of the parents receiving stress management first and half receiving 
parent training first. 
It was found that overall improvements in measures of parent stress and chi Id 
behavior were not significantly different between the two groups. Improvement in child 
behavior was attributed to parent training; improvement in parent stress was attributed 
to both parent training and stress management training , with larger improvements in 
parent-related stress generally attributed to stress management training and larger 
improvements in child-related stress attributed to parent training. However , child 
behavior temporarily worsened while parents received stress management training . 
Stress management did not enhance effects of parent training , but parents were better 
off on measures of stress and parenting efficacy after receiving both training 
components than they were after receiving only one treatment component. Parents felt 
more effective as parents after treatment and rated the overall treatment package highly; 
however , parents who received their prefened treatment first were slightly more 
satisfied than parents receiving prefened treatment second . Teachers reported general 
improvement in children whose parents received treatment and those whose parents did 
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CHAPTER I 
INTRODUCTION 
Background and Problem Statement 
Preschool children can exhibit a variety of behavior problems, typically in the 
form of externalizing (acting out) behaviors. Some children exhibit these behaviors for 
a short time, while others' problem behaviors are long lasting . The acting out nature of 
these problems can be particularly difficult for parents . Although behavioral parent 
training has been successfully used to treat child problems in the preschool years, little 
is known about what effec ts such treatments have on parents . 
Many families repo rt having a great deal of stress related to their interpersona l 
relationships . In particular, parents of children who exhibit problem behaviors repoti 
high leve ls of stress as well as other psychological difficulties (Anastopoulos, Shelton, 
DuPaul , & Guevremont, 1993; Mash & Johnston , 1983) . For exa mple , parents of 
children with problem behaviors associated with attention-deficit/hyperactivity disorder 
(ADHD) or conduct disorder (CD) often experience high stress, marital conflict, 
negative interactions with their child, and low involvement with their child (Barkley, 
1996; Hinshaw & Anderson, 1996) . This parent stress and negative parent-child 
relationship may lead to continuing problems for all involved . Thus, it is important to 
understand how to effectively address all difficulties that families are experiencing . 
Behavior problems in children are often remediated through the use of 
behavioral parent training programs (e.g., Anastopoulus et al. , 1993). For example, 
following parent training , improvements have been noted in such problem behaviors as 
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noncomplianc e, tantrum s, and aggr ess ion. Not all children , though , are successfully 
treat ed with such method s . Some families drop out of treatment before improvement s 
can be made . In such familie s, parents may be experien cing parti cularly high level s of 
stress or hav e other difficultie s, such as depre ssion or general psychological distres s. 
Prov iding parent s with a treatment component that addre sses their specific problem s 
ma y lead to mor e effec tive treatm ents for childr en with ex tern alizing beh avior problem s 
and their famili es. 
Str ess, a co mmon condition in parents, has been success fully treated in the 
ge nera l adult popul at ion throu gh the use of stress manage ment tra inin g (e.g., Fause l, 
1995). In additi on, stress manage ment techniqu es have bee n used to success full y trea t a 
variety of probl ems such as anxiety, headaches, and chroni c pain (Lehrer, Carr , 
Sargunaraj , & Woo lfo ld , 1994). It see ms likely that stress manage ment trainin g may 
also dec rease the psyc holog ica l distress of parents of childr en with behav ior problems. 
It is largely un know n whether behav iora l parent trainin g alone or with an 
additi onal trea tment co mpo nent (such as stress manage ment) reduces parental stress. 
Co mbinin g stress manage ment trainin g with behav iora l parent training may decrease 
parents' leve ls of stress and lead to grea ter impr ove ments in child behav ior; howeve r, 
no studi es have loo ked at the effect iveness of stress manage ment in co njun ction with 
behaviora l parent trainin g. It wo uld be imp ortant for such a stud y to be co ndu cted to 
enabl e the co mpariso n of the effec tiveness of each trea tment comp onent as well as the 
cumul ative effects of both trea tment s combin ed . Thi s info rmat ion would help in the 
ongoing que st to pro vide the most beneficial trea tment for famili es. In addition , it 
wou ld be imp ortant to meas ure parent variables (e .g., stress) befor e and after parent 
training as well as before and after stress management training. Parents may experience 
a decrease in stress following parent training due to improved child behavior and/or 
increased parenting efficacy. Thus, stress management may not be needed. 
Alternatively, reducing stress may lead to parents feeling more confident in their 
parenting skills and parent training may be more effective following stress management 
training or not necessary. Of course, it may also be that both treatment components are 
necessary to reduce disruptive child behavior and decrease parenting stress. 
Purpose and Research Questions 
The main purpose of this study was to investigate whether adding stress 
management training to parent training positively affects parental stress levels, 
problematic child behaviors, and parenting efficacy. In this study , parents of preschool-
age children received seven sessions of parent training and four sessions of stress 
management. Approximately half of the parents received parent training first and stress 
management second , whereas the other half received stress management first and parent 
training second. Because all parents in the study received both behavioral parent 
training and stress management training , a secondary purpose was to determine ifth ere 
are any differences in outcome based on the order the treatments were received . 
The study was designed to help to answer the following research questions . 
1. Is there a statistically and/or clinically significant difference in changes in 
parent stress levels between the parent-training-first group and the stress-management-
first group? It was anticipated that posttreatment stress levels wou ld decrease equa lly 
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between the two groups, but that the stress-management first group would exhibit 
greater changes after the first phase of treatment. 
2. Is there a statistically and/or clinically significant difference in feelings of 
parental efficacy between the parent-training-first group and the stress-management-
first group? It was anticipated that posttreatment feelings of efficacy would increase 
equally between the two groups, but that the parent-training-first group would exhibit 
greater changes after the first phase of treatment because the first phase targets issues 
most related to parenting efficacy. 
3. Is there a statistically and/or clinically significant difference in changes in 
severity of problematic child behaviors between the parent-training-first group and the 
stress-management-first group? It was anticipated that chi ldren of parents in the stress-
management-first group would improve more overall at the time of posttreatment 
because lower ing parents' stress level would facilitate skill acquisition during parent 
training . However, it was hypothesized that the parent-training-first group would 
demonstrate greater improvements after the first phase of treatment. It was also 
anticipated that teacher measures of child behavior would reflect similar patterns . 
4. Is there a statistica lly and/or clinically significant difference between groups 
(parent-training-first versus stress-management-first and preferred-treatment-first versus 
nonpreferred-treatment-first) in treatment satisfaction? It was anticipated that parents 
who received their preferred treatment first would be more satisfied with the overall 
treatment package. For example, parents who indicated that they were primarily 
interested in stress management would be more satisfied with the program if they 




The study of childhood psychopathology has increased over the last few 
decades. The negative effects of childhood disorders often last throughout the person's 
adult life and affect not only the child but also members of the child's immediate 
family, such as siblings and parents (Mash & Dozios, 1996). Better understanding of 
childhood disorders may lead to more effective intervention and prevention techniques. 
Of particular importance is understanding what factors increase effectiveness of 
prevention and intervention techniques for the child and his /her family. 
Child Behavior Problems 
Although it may be difficult to recogni ze problem behaviors during the 
preschool years as indicative of more serious and long-term problems in later childhood 
and adu lthood, it is the case that adolescents with serious disruptive behaviors show a 
long history of such behavior sta1iing in the preschool years (Campbell, 1995). 
Richman , Stevenson , and Graham (1982) found that mild to moderate behavior 
problems during these early years occur in 10-15% of the preschool population. Typical 
problem areas as reported by parents , preschool teachers, and daycare providers include 
behavior management issues, overactivity, inattention, and poor relationships wit h 
siblings and peers (Campbe ll) . In one study, children at age 13 who were identified as 
"hard-to-m anage" at age 3 showed more externalizing symptoms and were mor e likely 
to meet criteria for a disruptive behavior disorder than children not initially identified as 
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"hard-to-manage" (Pierce, Ewing, & Campbell, 1999). In addition to being stable across 
the years, these problem behaviors are also associated with later internalizing and 
academic problems (Campbell, 1990). Another interesting finding is toddler and 
preschool-aged boys with especially high levels of early hyperactivity and aggression, 
along with high levels of negative parenting and family stress, are most likely to have 
continued problem s when they are ready to enter school (Campbell, Shaw, & Gilliom, 
2000). 
Three common behavior di so rder s in childhood are ADHD, CD , and 
oppositional defiant disorder (ODD). Th e initial symptoms of these disorders are often 
see n durin g early childhood. Man y of the se symptoms (e.g., inability to follow 
instruction s, defia nt toward adults) are presenting complaints when parents seek help 
from prof ess ional s in managin g the ir child's behavior. 
Overview ofAD HD 
ADHD is characterized by activity lev els, attention problem s, and impul sivity, 
which are in excess o f tho se in the child 's age gro up . Attention problem s include an 
inability to respond to tasks or to follow through with instructions , being disorganized, 
di stracted , and forgetful. ln school these difficultie s are ev ident in the appearance of 
bein g off task and in the failure to complete assignments. Hyperactive and impulsive 
beha vior s are exhibited, for example, in frequentl y being out of seat, frequently talking 
and interruptin g others, being unable to wait in line or take turn s, and being less able to 
dela y gratification (Barkley, 1996 ) . 
Children with ADHD experience problem s in social, cognitive, academic, 
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familial, and emotional areas, as well as in general adjustment. These problems are 
thought to arise early in life and to persist throughout the individual's development. 
Specifically, hyperactive and impulsive problems (and in some, oppositional and 
aggressive behaviors) have been shown to arise earliest, at about the ages of 3 to 4 
(Barkley, DuPaul, & McMurray, 1990; Loeber, Green, Lahey, Christ, & Frick, 1992; 
Taylor, Sandberg, Thorley, & Giles, 1991). Inattention problems tend to arise somewhat 
later (between the ages of 5 and 7) and often are noticed with the beginning of formal 
schooling (Loeber et al.). If significant ADHD symptoms arise during the preschool 
years and persist for at least a year, children are likely to continue to have problems 
throughout their years in elementary school (Beitchman, Wekerle, & Hood, 1987; 
Campbell, 1990; Palfrey, Levine , Walker, & Sullivan , 1985), especially if there is a 
great deal of conflict , maternal directiveness and negativity , and child defiance during 
parent-child interactions (Campbell, March, Pierce, Ewing , & Szumowski , 1991). 
During the early elementary school years, oppositional and socially aggressive 
behaviors develop in at least 40-70% of children with ADHD (Barkley, 1990), and 
these behaviors develop into symptoms of conduct disorder in up to 50% of children 
with ADHD (Loeber et al.; Taylor et al., 1991). Further , Maru1Uzza and Klein (1992) 
have found the disorder to persist into adolescence in 50-80% of children in clinical 
samples . 
Childhood ADHD is also associated with other psychiatric disorders , as well as 
medical risks. In childhood ADHD is associated with both oppositional defiant disorder 
and conduct disorder (Barkley, 1990), as well as with anxiety disorders (Biederman , 
Faraone, & Lapey, 1992). Medical risks associated with ADHD include sleep 
disturbance (Kaplan, McNichol, Conte, & Moghadam, 1987), chronic health problems 
such as asthma and sinus infections, accident proneness (Hartsough & Lambert, 1985) , 
and reduced life expectancy (Weiss & Hechtman, 1993) . 
Although research on continuation of ADHD symptoms into adulthood is 
limited, Barkley (1998b) noted that 11-70% of children with ADHD continue to have 
significant symptoms of ADHD as adults. This wide variability may be due to the 
difficulty of diagnosing ADHD in adults and the resulting inconsistency between 
studies in diagnosing the disorder in adult subjects (Faraone , 2000). It may also be due 
to the possibility that adult self-reporters, used in many studies as one source of 
diagnostic information , underestimate the persistence of ADHD into adulthood 
(Barkley, Fischer, Smallish, & Fletcher, 2002). In adulthood ADHD is associated with 
antisocial personality disorder (Biede1man et al., 1992; Mannuzza & Klein, 1992; 
Mannuzza, Klein, Bessler, & Malloy, 1993 ; Mannuzza, Klein , Bessler , Malloy, & 
LaPadula, 1998) as well as histrionic , passive-ag gressive, and borderline personalit y 
disord ers (Fischer, Barkley, Smallish, & Fletcher, 2002). Studies also show some 
association with mood disorders in adulthood (Biedennan et al.), including major 
depressive disorder (Fischer et al.). Fmiher, some studies have found that adults with 
ADHD receive more mental health treatment than do community controls (Fischer et 
al.). Adults with ADHD have also been found to have a higher prevalence of illegal 
substance use and substance abuse disorders (Mannuzza et al.,. 1993, 1998 ; Murph y & 
Barkley, 1996). 
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As with children, adults with ADHD experience difficulties in various life areas 
in addition to the psychological and medical risks associated with the disorder. Adults 
with ADHD report more driving risks, more frequent changes in employment, poorer 
educational performance, higher likelihood of multiple marriages (Murphy & Barkley, 
1996), and are more chronic offenders of the law (Lynam , 1996). Adults with ADHD 
have also been found to complete less formal schooling than controls and held jobs of 
iower occupational ranking (Mannuzza et al., 1993) . 
Overview of CD and ODD 
Although conduct and oppositional defiant disorders show some overlap with 
ADHD , they are quite distinct disorders . CD and ODD are characterized genera lly by 
aggression , acting out, and disruptive beh aviors. Aggression takes a variety of forms . It 
can be characteri zed as verbal (e .g., name calling, swearing) or physical (e.g ., fighting), 
goa l directed or hostile (intent is the infliction of pain) , direct or indirect ( e.g., spreading 
rumors to "get even"), proactive ( e.g., threaten ing) or reactive ( e.g ., retaliating), and 
overt or covert (Hinshaw & Anderson , 1996). Diagnostic symptoms of ODD includ e 
arguin g with adults, losing one's temper, defiance or noncompliance towards adults , 
deliberately annoying others , and being angry . Diagnostic symptoms of CD include 
such behaviors as physic al aggression toward people or animals , destruction of 
property, lying, theft , and serious violations of rules (American Psychiatric Association, 
1994) . Children with CD are at risk for peer rejection and academic failure, and the 
disorder tends to persist throughout childhood and adolescence (Hinshaw & Anderson). 
9 
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Young children with conduct problem s are more likely to engage in oppositional 
beh av ior s, such as arguing and defiance, wherea s older children are more likely to 
engage in covert beha viors, such as stealing (McMahon & Wells, 1998 ). The 
developmental pro gress ion of aggression and antisocial behaviors is varied. While an 
individual may persi stently show patterns of such behaviors, the behaviors them selves 
vary in their topographical exp res sion dependin g on whether the individual is a toddler , 
child , adol esce nt , or ad ult. For instan ce, an irritable and overactive toddl er may become 
an arg ument ative and defiant pre schooler, then a phy sica lly agg res sive and stealing 
child , and finally an ado lesce nt who turn s to sex ual assault and sub sta nce abuse 
(Hin shaw & Anderson, 1996 ). 
Multiple resea rch studi es have shown that the presence of co ndu ct problems is 
relat ive ly stable (Ege land, Kalkoske, Got tesma n, & Er ickso n, 1990; Yoshikawa, l 994) , 
indi ca ting that many childr en with cond uct problem s are likely to ex hibit problem s into 
adulth ood. It is est imate d that 50 % of presc hoo l childr en who display significant 
externa liz ing problem s cont inue to have problem s at schoo l age, and of tho se who 
co ntinu e to have probl ems, 67 % meet diagno stic criteria for ADHD, ODD , or CD by 
age 9 (Ca mpb ell & Ew ing, 1990 ; Webste r-Stratton & Hancock , 1998) . Early onset of 
behav iors assoc iated with CD and ODD has been show n to pred ict antisociability and 
adj ustm ent probl ems later on. In fact , the developmental progre ss ion appea rs to be that 
children who di splay co ndu ct problems early begin with more benign behav iors, such as 
temp er tantrum s and noncompli ance, and pro gress to more seriou s beh av iors, such as 
fightin g and stea lin g. In addition , the change in repertoir e app ears to be additi ve, 
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expanding to include not only the original problem behaviors (e.g., noncompliance), but 
also the more serious and hewly acquired problems (e.g., stealing; Hinshaw & 
Anderson, 1996). 
Children who do not display conduct problems until adolescence ("late starters"; 
Patterson, DeBaryshe, & Ramsey, 1989) have a much better prognosis, generally not 
having chronic problems throughout adulthood as do the "early starters" with a long 
history of conduct problems (Webster-Stratton & Hancock, 1998). In their study of a 
sample of fourth-grade boys, Patterson, Forgatch, Yoerger, and Stoolmiller (1998) 
found that 76% of early-onset boys became chronic juvenile offenders , whereas for late-
onset boys that figure was only 19%. Enough research supports this type of finding that , 
in his review of literature , Yoshikawa (1994) stated "a consensus exists that the chronic 
juvenile offender has a particularly ear ly age of onset of antisocial acts" (p. 532). 
Other problems have been found to be comorbid with CD and ODD . These 
include ADHD (Biedernian, Newcom , & Sprich , 1991), academic underachievement 
(Egeland et al., 1990; Hinshaw , 1992) , learning disabilities (Hinshaw) , and the 
internalizing disorders of anxiety and depression (Zoccolillo, I 992). 
Family/Parent Variables Associated with Child 
Behavior Problems 
The parent-child relationship during the preschool years has a great impact on 
the onset and persistence of externalizing problems (Campbell , 1990). Parental 
behaviors that are important to the developing child include , among others, parent-child 
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attachment , limit settin g and control , and involvement with the child as both teacher and 
pla y partner (Campbell , 1995). Insecure attachment has been described as a risk factor 
for anti social beh avior in childhood , while a secure attachment is thought to be essential 
for ac tive ex ploration of the environment and , sub sequ ently , optimal child de velopment. 
Arbitrar y, incon sistent negati ve, and unin volved parentin g has been ass oci ated with 
nonco mpli ance and defiance in children . Authoritative parenting , con sisting of warmth 
and firm co ntro l, has bee n assoc iated with child compli ance . Finally, childr en who are 
hard to manage durin g play interactions with parents have par ents who are more 
negat ive and co ntrollin g durin g the interaction than parents of well-b eha ved childr en 
(Ca mpb ell , 1995). 
Whil e pa rent variabl es affect childr en, child variables also affec t parents . Ralph , 
Haines, Harvey, McCo rm ack, and Sherm an ( 1999) sur veye d 40 parents of child ren age s 
1-8 in a subur ba n area, and almos t half repo rted c lini ca lly significa nt leve ls of chi Id 
behav ior prob lems. Parent characteristics of ove rreac tivity, an xiety, depress ion, and 
di ssat isfac tion w ith parentin g style were highly co rrelated with seve re behav ior 
prob lems . 
An interest ing stud y by Ege land et al. ( 1990) loo ked at child beha vior problems 
ove r tim e (in the absence of trea tment) and associated fa mil y fac tors (e.g ., maternal 
depress ion). Famili es of child re n who were identified as having behav ior pr oblems in 
presc hool and co ntinu ed to ex hibit behavior probl ems durin g e lementary schoo l had 
signific antl y more maternal depress ion, and unorga nized and unpr edictabl e 
environm ents as co mpar ed to famili es in which childr en impro ved . Simil arly, famili es 
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of children who were identified as competent (lacking behavior problems) in preschool 
but had significant behavior problems in elementary school had significantly more 
maternal depression and unorganized home environments as compared to families of 
children who were competent both in preschool and elementary school. Similarly, 
Campbell and Ewing (1990) found that the presence of an externalizing disorder at age 
9 could be predicted by earlier problem behavior and maternal negative control as first 
measured at age 3. 
In an extensive review of the epidemiological literature, Lahey, Miller, Gordon, 
and Riley (1999) found that disruptive behavior disorders correlate with low 
socioeconomic status, parental psychopathology, family and marital dysfunction , and 
atypical parenting. According to Dodge, Bates, and Pettit (1990) and Emery (1982), the 
onset and maintenance of antisocial behaviors in ch ildren are associa ted with family 
variables suc h as marital co nfli ct, divorce, and child abuse . Family variables related to 
aggression in childr en include parental lack of avai labilit y, negativity with the child , 
and parental diagnosis of antisocia l personality disorder. Children' s aggressive and 
antisocial behavior has also been link ed to low parental involvement in the child's 
activities, poor supervision , and har sh and incon sistent discipline practices. The 
relationship between such parent behavior and aggression in children has been found to 
be bidirectional in that parental behavior affects the child and vice versa (Hi nshaw & 
Anderson , 1996). 
ADHD behaviors specifica lly have also been found to negatively affect 
interaction s between children and their parent s. For example, mother s of children with 
ADHD have been found to be less responsive, more negative and directive, and less 
rewarding of their child's behavior (Danforth, Barkley, & Stokes, 1991). Patterns of 
negative parent-child interactions are found in preschool populations of children with 
ADHD, and at this age the interactions may be most negative to the parent due to 
younger children with hyperactivity having more observed behavior difficulties than 
older children with hyperactivity (Mash & Johnston, 1990). This pattern of negative 
parent-child interactions is predictive of and when the child is an adolescent (Barkley, 
Fischer, Edelbrock, & Smallish, 1991). Interestingly, this pattern does not necessarily 
just involve the child with ADHD. Negative interactions are also found between the 
parent and siblings of the child with ADHD as well as between the child with ADHD 
and his/her siblings (Taylor et al. , 1991). Although the aforementioned researchers 
spoke of these results in relation with children with ADHD, Barkley et al. (1991) 
asserted that most of the negative interactions and conflict are present when the child 
with ADHD has comorbid ODD. Nevertheless , the presence of ADHD appears to 
contribute significantl y to the detrimental effects of child behavior on the famil y 
relationship . 
Additional family correlates of ADHD include decreased sense of parenting 
competence (Mash & Johnston, 1990), and increased marital conflict and maternal 
depression (Barkley et al. , 1991; Taylor et al., 1991 ). Whalen and Henker (1999) 
hypothesized that the link between ADHD and maternal depression is because mothers 
take more responsibility for parenting than do fathers, and there are many unsuccessful 
parenting interactions on a daily basis with children of ADHD. Mash and Johnston 
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found an inverse relationship between parents' sense of efficacy and the age of their 
child with hyperactivity, with parents of younger children reporting higher efficacy than 
parents of older children. The authors propose that this is due to parents of older 
children with hyperactivity having a longer history of unsuccessful attempts to modify 
their child's behavior. Interestingly, these findings of increased mental health problems 
in families is supported by Hechtman ' s (1996) finding that there is marked 
improvement in family mental health after the child with ADHD moves out of the 
home . 
Parental characteristics have also been related to poor outcome of interventions 
for conduct problems as well as poor attendance and dropout in treatment programs . 
These characteristics include negativity, maternal and paternal depression , low 
education level , experience of negati ve life events , maternal history of childhood 
antisocial behavior , and maternal report of psychopathology, low marital satisfaction, 
low socioeconomic status, and maternal insularit y, as well as low social support and the 
associated stresses (Clark & Baker, 1983; Dumas, l 984a, l 984b; Graziano & Diament , 
1992; Knapp & Deluty, 1989; McMahon & Wells, 1998; Webster-Stratton, 1985a, 
1985b ; Webster-Stratton & Hammond , 1990). Better outcomes are found for parents 
who were married (Clark & Baker ; Webster-Stratton, 1985a; 1985b ; Webster-Stratton 
& Hammond) and were experiencing good marital adjustment (Webster-Stratton & 
Hammond) , those who had attained a higher level of education (Clark & Baker), and 
those of higher socioeconomic status (Clark & Baker; Dumas, 1984a, 1984b; Knapp & 
Deluty, 1989; Webster-Stratton , 1985b ). Worse outcomes have been found for insular 




As one looks into the research, the reciprocity of child and parent behavior 
becomes more and more apparent and one sees more clearly the impact children have 
on parent wellbeing . Researchers have shown that parents of children who exhibit 
various problem behaviors report a great deal of stress (Anastopoulos et al., 1993; Mash 
& Johnston, 1983). Mash and Johnston also report that while parenting is generally 
stressful, mothers of children with hyperactivity or conduct problems "participate in 
transactions with their children that are more stressful , are less rewa rding , and provide 
considerably less positive feedback" (p. 87) than do mothers of children witho ut 
hyperactivity or conduct problems. These resea rchers administered the Parenting Stress 
Index (PSI) to both mothers of children with hyperac tivity and moth ers of children 
without hyperactivity . Mothers of children with hyperactivity reported significantly 
higher stress levels than did mothers of the comparison children, especial ly in the area 
of child characteristics ( e.g., "There are some things my child does that really bother me 
a lot") . These researchers also found strong, positive co1Telations between parental 
perceptions of child deviancy and the degree of maternal stress repo1ied . Similarly , in a 
study of 104 clinic-referred children with ADHD, Anastopou los, Guevremont , Shelton , 
and DuPaul (1992) found that parents of children with ADHD commonly experience a 
great deal of stress in their parenting roles. In the study by Ralph et al. (1999), 
previously described in this section , the parent characteristic of stress was also highly 
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correlated with severe behavior problems. Looking at studies such as these, one can see 
the intuitive relationship between child behavior problems and parental stress. 
In the study by Egeland et al. (1990), which looked at child behavior problems 
over time and associated family factors, families of children with behavior problems in 
elementary school also had significantly more family stress than families whose 
children did not have problems during elementary school. Campbell and Ewing (1990) 
also found that the presence of an externalizing disorder at age 9 could be predicted by 
ongoing family stress as first measured at age 3. 
Family factors correlated specifically with ADHD include higher parental stress 
(Mash & Johnston, 1990) and increased alcohol consumption (Pelham & Lang, 1993). 
The increased alcohol consumption has been shown to, in part, be a direct function of 
parents' stressful interactions with their children (Pelham & Lang). Mash and Johnston 
have proposed a model of stress in parent-child interactions in which parent 
characteristics, child characteristics, environmental characteristics, and parent-child 
interactive stress all influence each other. They state that, with chiidren with 
hyperactivity , child characteristics are the "major and direct contributor" to the 
interactive stress experienced by parents. 
Previously, parental characteristics associated with poor intervention outcomes 
were discussed. Another influential parent characteristic is high stress, with parents 
experiencing more stress having greater nonr espo nse to behavior training programs and 
poor treatment outcomes (Webster-Stratton, 1985b; Webster-Stratton & Hammond, 
1990) . Therefore, not only do parent and child behavior negatively affect each other, but 
the pre sence of parental stre ss also negativel y affect s whether treatment for child 
behavior problem s is successful. 
Treatment of Childhood Behavior Problem s 
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Treatment s for childhood behavior problem s are varied. Here treatment s will be 
di scussed for ADHD and also for CD and ODD (under the general heading of conduct 
problems), and outcome s will be review ed . 
Treatment of ADHD 
ADHD has bee n trea ted prim aril y thro ugh the use of medica tion, pare nt trainin g 
in co ntin ge ncy manage ment method s, and the appli ca tion of these methods in the 
c lassroo m. Treat ments that have show n the grea tes t eff icacy includ e these methods, 
aca demic interve ntions, and edu catin g the child 's fa mil y and teac hers about ADHD . 
Howeve r, none of these methods used alone addr ess all of the prob lems a child might 
have beca use of the di sord er (i.e., pro blem behav ior at home, problem behav ior at 
schoo l, parents' and teachers' lack of know ledge of behav ioral tec hnique s, and 
physiolog ica l ca uses of child sympt oms). A combin ation of these ap pro aches has long 
bee n thought to be mos t beneficial beca use the va rious issues are addr esse d (Barkl ey, 
l 998a) . 
Of the va riou s pharmac ologica l trea tments, stimulant medica tions are the mos t 
co mm only used . Rapp ort and Kell y (199 3) found , foll ow in g treatm ent with stimul ant 
medications, that impro ve ments in the childr en's behav iors includ ed increa sed 
attention , better impul se control , and dimini shed di sruptive beh avior. Swan son (199 3) 
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and others have found clear evidence for short-term efficacy of stimulant medication, 
and some consider stimulants to be the treatment of choice for ADHD (Klein & 
Abikoff, 1997). However, there are disadvantages to the use of stimulants. Only 70-
80% of children with ADHD who try stimulants respond positively to them, and the 
remaining experience either no response or adverse side effects (Swanson, McBumett, 
Christian, & Wigal, 1995). Of those who do respond positively, many still fall outside 
the normal range of functioning. Additionally, stimulant medications, when effective, 
do not affect the full spectrum of ADHD symptoms. Attention, activity, and impulsivity 
are affected (Con11ers & Erhardt, 1998) , as are associated conduct problems (McMahon 
& Wells, 1998), but academic achievement and peer relationships are typically not 
impacted (Pelham & Hinshaw, 1992; Swanson et al., 1995). Weiss and Hechtman 
(1993) asse1ted that there is little long-tern1 evidence that stimulant medications alter 
the course of ADHD into adulthood, although a recent article in a national periodical 
alludes to the presence of data that suggests chi ldren with ADHD , when treated 
appropriately , are at lower risk for later substance abuse than children who are not 
medicated properly (Jensen, 2003). The most common side effects of stimulant 
medication include decreased appetite, insomnia, stomachaches, and headaches 
(Christophersen & Mortweet, 2001 ). Other medications used for ADHD are tricyclic 
ant idepressants , which produce increased vigilance, sustained attention, decreased 
impulsivity, and lower disruptive and aggressive behavior (Barkley, 1998a), and 
antihypertensives, which produce a reduction of hyperactivity and overarousal (Hunt, 
Caper, & O'Connell, 1990). 
20 
Parental objection to medication has, in part, been spurred by the various side 
effects of medications, however minor. Many parents, therefore, are receptive to 
learning behavior management techniques. However, a combination of these two 
treatments has been recommended by many professionals ( e.g., Carlson, Pelham, 
Milich, & Dixon, 1992) to not only improve the child's behavior but the pattern of 
parent-child interactions as well. Barkley (1998a) described the research on parent 
training as supportive, but with "cautious optimism." Parent training generally consists 
of teaching contingency management techniques, as in applying contingent 
reinforcement or punishn1ent for appropriate or inappropriate behaviors. Reinforcement 
is typically in the fonn of praise or tokens, whereas punishment has typically taken the 
form of time out from reinforcement and loss of tokens. 
Barkley's (1997) ADHD treatment program is designed for children ages 2-11 
and is presented to families either individually or in groups. It addresses both ADHD 
and associated ODD behaviors . The program trains parents in behavioral teclmiques 
that are used contingently for compliance and noncompliance. Session topics include 
review of inforn1ation on ADHD , causes of oppositional defiant behavior, developing 
and enhancing parental attention, attending to child compliance and independent play, 
establishing a home token economy, implementing time out for noncompliance , 
managing noncompliance in public places , improving child school behavior from home , 
and managing future misconduct. Studies using this training program report significant 
improvements in child behavior (Anastopoulus et al., 1993; Pisterrnan et al., 1989). 
Review articles have endorsed parent-training programs such as that developed 
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by Barkley as an effective treatment for many types of behavior problems (Danforth et 
al., 1991; Frazier & Merrell, 1997). Danforth et al. described several studies that 
successfully used parent training to improve hyperactive behaviors in children, and 
Frazier and Merrell concluded in their review that the behavioral intervention 
techniques, such as those taught in parent training, are one of the effective treatments 
for ADHD. 
Both in individual (e.g., Anastopoulus et al., 1993) and group settings (e.g., 
Dubey & Kaufman, 1978), parent training has been effective in improving various 
parent and child behaviors . Pistem1an et al. (1989) found that parent training not only 
increased child compliance in 3- to 6-year-olds, but also increased the number of 
parental rewards given , the number of appropriate parental commands given, and 
amount of positive parental behavior, and decreased the number of inappropriate 
par ental commands and parental directive behavior. Similarly, Pollard , Ward, and 
Barkley (1984) found an increase in positive parental attention following child 
compliance after parent training was complete. Dubey and Kaufman (I 978) found that 
knowledge of behavior management skills among parents of children age 3 through 18 
also improved significantly. 
When parents are taught to effectively manage a child's ADHD symptoms in the 
home, similar improvements in the child's behavior are typically not seen in the 
classroom unless that setting is specifically targeted and the child's teachers receive 
training in behavior management procedures (Forehand et al., 1979) . Therefore, many 
of the effective treatments discussed thus far incorporate a school behavior component. 
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A common treatment for problematic child behavior at school is a daily behavior report 
card, which is primarily managed by the parent, and consultation with teachers 
regarding the teacher's responsibilities for the daily report card, behavior management 
strategies in the classroom, and helpful changes that can be made to the classroom 
environment (Barkley, 1997; Pelham & Sams, 1992). Implementing a daily report card 
involves the psychologist working with the parent and teacher to define the behavioral 
goals, choose three to five target behaviors to track ( e.g., completes seat work), and 
decide how to record the behavior , where to set the criteria for success, and daily home-
based rewards for successful school behavior. 
In addition to using parents to target school behavior, classrooms can also be the 
primary target for intervention . Meta-analysis of classroom behavior management 
programs reveals effect sizes of 0.60 to 1.40 (DuPaul & Eckert, 1997). Interventions 
that were the most effective included manipulation of the cuniculum, antecedent 
conditions ( environm ental variables), and peer tutoring. Typical manipulations to the 
cun-iculum include reducing task length, "chunking " tasks into sma ller units, and setting 
quotas for the child to meet within a short time (DuPaul & Stoner, 1994; Pfiffner & 
Barkley , 1990) . Another strategy involves providing rewards contingent on increased 
attention and on-task behavior in the classroom, although the expected positive result on 
increased work completion and accuracy is questionable (Barkley, l 998a). 
In 1999, the results of the largest and most well-controlled ADHD treatment 
study to date were made available (MTA Cooperative Group, l 999a, 1999b). 
Subsequent papers that analyzed these data have been published ( e.g., Conners et al., 
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2001; Edwards, 2002). The researchers followed 579 children ages 7 to 10 who were 
diagnosed with ADHD, combined type, over 14 months ofrandomized treatment. The 
four groups received medication only (MED), behavioral treatment only (BEH), a 
combination of the two (COMB), or routine community care (CC). Children in the 
MED group received Ritalin at varying doses within a closely controlled design. Those 
in the BEH group received parent training (similar to programs discussed above, 
especially that of Barkley, 1997), school-based intervention (including consultation 
with teachers on behavior management and use of a daily behavior report card), and a 
summer treatment program ( consisting of the use of point system, time out, social 
reinforcement, modeling , social-skills training , group problem solving, and sports-skills 
training). Children in the CC group were referred to community resources, which meant 
they did not rece ive the intensiv e treatment those treated internally received and were 
typically treated medically by their family physician . Approximately 67% of the 
children in the CC group rece ived medication (Wells et al., 2000). 
The original MTA results showed children in all four treatment groups improved 
over 14 months (MTA Cooperative Group, l 999a). The MED group improved more 
than the BEH gro up, but there were no statistically significant differences in 
improvement between the COMB and the MED groups. However , outcome measures in 
the COMB group were consistently superior to those in the MED group and children in 
the COMB group required lower dosages of medication. Both the COMB and MED 
groups were statistically superior to the CC group, and the COMB group was 
statistically superior to the BEH group. Parents in the COMB and BEH groups reported 
higher treatment satisfaction than did those in the MED group. In Connors and others' 
(2001) reanalysis of these results, it was found that when only parent and teacher-
completed measures were used ( direct observations, child-completed measures, and 
peer reports were excluded), the COMB group was statistically superior to all groups, 
including the MED group. 
Treatment of Conduct Problems 
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Overall, family-based interventions (e.g., parent training, behavioral family 
therapy) have been the main interventions investigated for preadolescents with conduct 
problems. In their review of family-based interventions, McMahon and Wells (1998) 
report favorable outcomes for changes in parents' and children's behavior as well as in 
parental perception of the child's adjustment , and these changes were shown to be 
maintained at follow-up. In addition to effecting change in the home environment, 
generalization of thes e favorable outcomes extended to untreated siblings, and untreated 
behaviors. In his review of treatments for conduct disorders in children, Kazdin (1997) 
found parent training to result in positive chang es in parent and teacher reports of 
deviant behavior and direct observation of behavior at home and school, and he noted 
that treated children tended to fall within norn1al limits compared to peers and tended to 
maintain gains years later. Similarly, Patterson (1974) found that children's deviant 
behaviors significantly improved after family-based intervention, and the group's mean 
deviant behavior fell within the nom1al range. Other specific problems improved by 
parent training include tantrum behavior, aggressive behavior, sibling fighting, and 
everyday home problems (O'Dell, 1974). Outcomes also show that parent training 
increases child compliance in children ranging from age 3 to 8 (Forehand et al., 1979; 
Forehand & King, 1977; Kelley, Embry, & Baer, 1979). Interventions for conduct 
problems that are implemented early in childhood (i.e., before the age of 5) have been 
found to be more effective than those implemented later in a child's life and may have 
better long-term effects (McMahon & Wells). 
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The family-based interventions outlined for conduct problems are essentially the 
same as those for ADHD and reflect a social-learning-based parent training model. Thi s 
approach has been widely used (e.g., Kazdin, 1995 ; Miller & Prinz , 1990) and its 
procedure s vary, but core elements include: (a) training conducted primaril y with 
parents ; (b) emphasis on pro soc ial goals; (c) training in prosocial technique s; defining , 
monitorin g, and tracking child behavior; trainin g in applying po siti ve reinforcem ent 
through methods such as parent attention and token systems; trainin g in extinction and 
mild puni shm ent procedures; trainin g in giving clear commands; training in probl em 
solving; and (d) use of didactic instruction , modeling , role pla ying, behavioral rehearsal, 
and structured homework exercises. 
One suc h parent-training pro gram that has a great deal of empirical support is 
parent-child interaction therap y (PCIT; Hembree-Kigin & McNeil , 1995). PCIT is a 
short-term inter vention originally designed for children with conduct probl ems. PCIT 
has two pha ses, child-directed interaction (Cl)J), and parent-direct interaction (POI ). 
During the CDI phase, parent s learn to pro vide po sitive attention contingent on 
appropriate play behavior while strengthening their po sitive relation ship with their 
child. The POI pha se consists of helping parent s improve child compliance by giving 
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effective commands and providing consistent consequences (e.g., praise or time out) for 
compliance and noncompliance. Currently, PCIT is a widely used treatment for children 
ages 2-6 with externalizing behavior problems , such as ODD and ADHD. 
Empirical research supports both statistically significant and clinically 
significant changes in problem behaviors following PCIT (Eisenstadt, Eyberg, McNeil, 
Newcomb, & Funderburk, 1993; Eyberg, Boggs, & Algina, 1995), as well as long-term 
maintenance of treatment effects (Eyberg et al., 2001; Hood & Eyberg, 2003) . For 
example, Eyberg et al. (1995) found statistically significant improvement in maternal 
report of child problem behavior and observed maternal praise, negative talk, and child 
compliance following PCIT for children ages 3-6. Significant improvements were also 
found in siblings of the target child, and parents reported high satisfaction with the 
treatment. Eisenstadt et al. found statistically significant improvement in parent report 
of problem behavior , child report of se lf-esteem, and observed chi ld compliance, 
parent-initiated negativ e touch , and parent-child physical closeness in parents of 2.5 to 
7-year -olds following PCIT . In their study of 1 and 2-year maintenance of 
improvements following PCIT, Eyberg et al. (2001) found that of 13 children ages 3-6 
who met criteria for ODD , ADHD , or CD prior to PCIT , only two met criteria for those 
diagnoses at posttreatment. At I-year follow-up , five chi ldren met criteria, and at 2-year 
follow-up three chi ldren met criteria. Parent report of problem behavior at posttreatment 
was significantly lower than at pretreatment, and remained so at 1- and 2-year follow-
up. Also maintained were observed low incidences of child deviant behaviors and low 
incidences of parent physical and verbal negative behavior. Parent satisfaction 
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regarding the treatment program was also maintained after two years. In fact, the most 
recent follow-up study found that treatment gains have been maintained 3-6 years after 
treatment, and mother-reported severity of disruptive behavior has decreased with time 
(Hood & Eyberg, 2003). 
Webster-Stratton developed a similar type of treatment program called BASIC 
(Webster-Stratton, 1981, 1982a, 1982b, 1984). This program is designed for parents of 
children ages 3-8, and uses videotaped examples to model parenting skills. Components 
include child-directed play used in PCIT, strategic use of differential attention, and 
effective use of commands, discipline, and consequences (Webster-Stratton, 2000). The 
program promotes parent self-efficacy by using parent group support , mutual problem 
solving, self-management , and a collaborative relationship with the therapist. 
Research on the BASIC program has revealed significant improv ement in 
parental attitudes and parent-child interactions , as well as significant reductions in child 
conduct problems (Webster-Stratton, l 982a , 1984, 1989, 1990, 1994; Webster-Stratton , 
Hollinsworth , & Kolpacoff, 1989) . Other research on the program (Webster-Stratton, 
I 985a, 1985b) found that child participants experienced a significant reduction in 
noncompliance, deviancy, and severity of behavior problems as reported by mothers. 
In 1987 Webster-Stratton added a supplement to her BASIC parent training 
program , ADVANCE, to improve parental interpersonal skills and impact family risk 
factors, such as depression and marital distress (Webster-Stratton & Hancock, 1998). In 
the late 1990s, Webster-Stratton developed a program called PARTNERS to be used 
with parents and teachers of 4-year-old children enrolled in Head Start (Webster-
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Stratton, 1998), and later the program name was changed to Incredible Years (Webster-
Stratton, Reid, & Hammond, 2001). The program was very similar to BASIC, with the 
addition of teacher-focused materials and changes that included designing the 
intervention to be preventative in nature and incorporating treatment components that 
take into account the multiple risk factors Head Start families have (e.g., low income). 
Children whose parents receive treatment have been found to have significantly fewer 
conduct problems and less noncompliance than control children, and teachers who 
completed the program had better classroom management skills (Webster-Stratton; 
Webster-Stratton et al.). Treatment gains were found to have been maintained 1 year 
after treatment (Webster-Stratton et al.). 
Specific parenting skills have also been found to improve following parent 
training. Forehand and King (1977) found that, following parent training, mothers 
significantly increased the number of rewards given during interactions with their child 
( e.g., verbal praise and positive physical contact). Other researchers have found 
significant increases in maternal attention statements (verbal description of the child's 
activity) and rewards provided during parent-child interactions following parent training 
(Forehand, Wells , & Griest, 1980). Significant decreases in beta commands (commands 
with which the child does not comply) and increased attention contingent on appropriate 
behavior has also been noted (Forehand et al., 1979 , 1980). Similarly, Kelley et al. 
(1979) found improvements in the parent variables of appropriate instructions, attention 
to appropriate and inappropriate behavior, and interparental consistency following 
parent training. In her BASIC and ADVANCE programs, Webster-Stratton has found 
reductions in use of violent discipline (Webster-Stratton, 1982a, 1984, 1989, 1990, 
1994, 1998 ; Webster-Stratton et al., 1989), reductions in maternal critical behaviors 
(Webster-Stratton, 1985a , 1985b; Webster-Stratton, 1998) and increased positiveness 
and competence in parenting than control parents (Webster-Stratton, 1998). 
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Studies of parent training cited thus far have been delivered in either group (e.g., 
Webster-Stratton, 1998; Webster-Stratton et al., 2001) or individual (e.g., Eisenstadt et 
al., 1993; Schuhmann, Foote, Eyberg, Boggs, & Algina, 1998) format, and the 
effectiveness of both methods of delivery has been demonstrated. In addition , a few 
studies have specifically compared the effectiveness of group and individual delivery 
methods (Pevsner , 1982 ; Webster -Str atton, 1984) . Webster-Stratton found that both 
individually treated families and group-treated families improved more than nontreated 
contro ls, and there were no s ignificant differences in improvement between the 
individual and group formats. She did find , however, that the group fonnat was more 
efficient and cost-effective ( e.g., therapist time was 251 hours for the individual fom1at 
and 48 hours for group format) . Pevsner, in a parent-training program for child behavior 
problems, also found the group fonnat to be more efficient. Parents in the group 
condition also changed problematic child behaviors more quickly than those in the 
individual condition and scored higher on a post-test measuring knowledge of 
behavioral principles as applied to children . 
In their review of treatments for conduct problems, McMahon and Wells (1998) 
outlined several effective psychosocial inter ventio ns for overt conduct problems in 
addition to the family-based interventions (parent training) already discussed. These 
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include: community-based programs, school-based treatment, and skills training. 
Effective psychosocial interventions for stealing, lying, and fire setting ( covert conduct 
problems) included social-learning-based family therapy, combinations ofresponse cost 
and positive reinforcement, and contingency management, among others. The 
community-based services of day treatment programs have also been shown to 
successfully treat preadolescent children with conduct problems. Important components 
of treatment include providing multimodal services such as contingency management 
and parent training. 
School-based treatments for conduct problems have included classroom and 
playground behavior management programs, home-based reinforcement programs, and 
interventions for specific problem areas such as homework problems, noncompliance, 
and school bullying . One specific classroom behavior management tcclmique involves 
praising appropriate behavior , such as the child raising his/her hand to speak, and 
ignoring inappropriate behavior, such as talking out of tum. Another technique involves 
estab lishing clear rules for expected behavior and providing concise directions to the 
children . Programmed instruction , pacing learning of new concepts or skills at the 
child's own pace , is also widely used. Another effective technique is a combination of 
positive feedback (e.g., specific praise) and corrective feedback (e.g., informing the 
chi ld of errors and how to correct them). Token economies, reprimands , time out, and 
response cost have also been used effectively. For example, Proctor and Morgan (1991) 
effectively used a response cost raffle procedure to reduce inappropriate behavior 
(talking out, out of seat, noncompliance, aggression, noise, and off-task) and increase 
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appropriate behavior (e.g., attending, working, volunteering, reading aloud, responding 
to questions, questioning the teacher). The procedure involved providing identified 
students with five raffle tickets at the beginning of each class and removing a ticket for 
each inappropriate behavior. Five minutes before the end of the period , remaining 
tickets were pooled and one was chosen. The student whose ticket was chosen was then 
able to choose a reinforcer that the entire class could enjoy (e.g., rest time, bubble gum). 
Each method heretofore mentioned, when used alone, has been demonstrated to be 
effective in changing child behavior , although there is more support for using a 
combination of treatments. A combination of treatment strategies is most likely to bring 
about change, and more specifically a combination of positive and negative techniques 
has been shown to work most effectively (McMahon & Wells, 1998; Shores, Gunter, & 
Jack, 1993). 
Home-based reinforcement programs have also improved conduct problems at 
school (e.g., Kelley, 1990). With the home-school note , target behavior s are identified 
and monitored by the teacher at school. The child is then responsible for bringing the 
note home to receive prearranged consequences from the parents . The efficacy of this 
type of system has been shown over a variety of ages from kindergarten-aged through 
adolescence and over a variety of behaviors encompassing academic performance and 
classroom behavior , such as rule following , disruptive behavior, and discipline referrals 
to the principal (Rosen, Gabardi, Miller , & Miller , 1990; Abramowit z & O'Le ary, 
1991). 
Skills training approaches have also been used to reduce conduct problems. 
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These methods, as outlined by McMahon and Wells (1998), emphasize changing skill 
deficiencies in children and have been constructed to reflect child development, in that 
behavioral skills are targeted in younger children and cognitive skills are targeted in 
older children. Whereas skills training programs in the past have stressed either 
behavioral skills ( e.g ., Michelson et al., 1983) or cognitive skills ( e.g., Arbuthnot & 
Gordon, 1986), programs have more recently become more complex. For instance, 
multicomponent systems such as EQUIP for adolescents (Gibbs, Potter, Barriga, & 
Liau , 1996) may include social skills training, moral reasoning (knowing what one 
should do in a situation) , and problem solving (e.g., generating alternative solutions), 
and use behavioral methods to monitor progress. Multicomponent interventions such as 
this have been found to be more effective in both the short and long tenn than those 
with single components. For example, Leeman, Gibbs, and Fuller (1993) researched the 
effectiveness of EQUTP in a sample of incarcerated 15- to 18-year-old male offenders 
and found significantly higher gains, lower recidivism rates 12 months after release 
from the facility, and improved social skills in institutionalized youth who completed 
the EQUIP program as compared to both no treatment and attention placebo control 
conditions . 
However, Kazdin , Siegel, and Bass (1992) concluded that skills training 
treatments yield results that are not always replicated with across studies , do not bring 
the children's behaviors into nom1al levels compared to peers, and are not maintained 
over time. These researchers concluded that effects of skills training programs could be 
enhanced by combining such programs with parent management training (PMT). 
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Kazdin et al. evaluated the combination of problem-solving skills training (PSST) with 
PMT. The PSST package targets the child's cognitive-behavioral skills in different 
interpersonal situations (e.g., social skills, problem solving), and Kazdin et al. found 
that the combination of PSST and PMT as compared to PSST or PMT alone produced a 
more marked impact on measures of child aggression, antisocial behavior, and 
delinquency. More children in the PSST + PMT condition were also considered within 
the normal range of functioning following treatment. However, children in all three 
conditions improved significantly in overall child dysfunction, prosocial competence, 
and aggressive, antisocial, and delinquent behavior. These improvements were also 
maintained at I-year follow-up. 
Treatment Impa ct on Parent Mental 
Health 
In addition to child behavior and parental behavior management skills being 
improved by parent training , parents' mental health (including stress) can also be 
affected. Anastopoulus et al. (1993) found that par ents who completed a 9-week parent-
training program for school-aged children with ADHD experienced a significant 
decrease in parenting stress and increase in parenting self-esteem, along with 
improvement in child behavior problems . Pisterman et al. (1992) also found reductions 
in parenting stress and increased parenting self-esteem (in addition to improved child 
behaviors) following a parent-training program. Kazdin others' (1992) study on 
combining PSST and PMT yielded marked improvements in parental stress, depression , 
and other symptoms of parent dysfunction, in addition to improvements found in child 
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behavior. Parental improvements were maintained at 1-year follow-up, along with child 
improvements. 
Parents who complete PCIT also report decreased stress following treatment 
(Eisenstadt et al., 1993; Eyberg & Robinson, 1982; Eyberg et al., 1995, 2001; 
Schuhmann et al., 1998). In their study of 64 families of 3 through 6-year-olds with a 
diagnosis of ODD, Schuhmann et al. found significant improvement in parent-related 
stress commensurate with significant improvements in child problem behavior after 
completion of PCIT. Eyberg et al. (1995) found similar results in a different sample of 
parents of children ages 3 through 6, as did Eisenstadt et al. in children ages 2.5 to 7. 
Long-term maintenance of stress relief, however, does not appear to fare as well as 
long-tem1 maintenance of improved child behavior. Eyberg et al. (2001) found that 
although there was a significant improvement in mother-reported stress associated 
specifically with the child (child-related stress) as well as stress not relat ed to the child 
(parent-related stress) after PCIT, only parent-related stress remained statistically 
significantly lower at a 1-year follow-up. Moreover , neither measure of parental stress 
was statistically significantly lower at 2-year follow-up. However, due to a small 
sample size (13 families), these researchers also calculated effect sizes. Examination of 
effect sizes shows large improvement in both child-related and parent-related stress at 
post-treatment, 1-year follow-up, and 2-year follow-up . Finally, Webster-Stratton's 
ADY ANCE program, has been found to be effective in reducing maternal depression 
(Webster-Stratton, 1994). 
School-Wide Intervention for Disruptive 
Behavior Disorders 
In recent years, there has been a resurgence of comprehensive school-based 
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programs for disruptive behavior disorders that take a public health and evidence-based 
perspective (Hunter, 2003). They have in common a team approach to intervention and 
the targeting of school-wide behavior rather than behavior of individual children. 
One example of a comprehensive schoo l intervention for general disruptive 
behavior is called Positive Behavioral Interventions and Supports (PBIS), which is 
team-based and comprehensive, targeting child functioning in multiple settings and 
situations within the school (Scott, 2001 ). The process typically involves training school 
personnel in identifying , teaching, and reinforcing school-wide behavioral expectations 
(Homer, Sugai, Lewis-Palmer , & Todd, 2001 ). Research indicates this approach has 
resulted in decreased office discipline refeITals, fewer problem behaviors in less 
structured settings (e.g ., cafeteria, hallway) , and increased performance in academics . 
For example, an Oregon middle school implemented a school-wide PBIS intervention 
they called the High Five Program and saw a 47% decrease in office discipline referrals 
after 1 year and a 68% decrease after 5 years (Taylor-Greene & Kartub , 2000) . 
A similar approach called Responsive Advocacy for Leaming and Life in Youth 
(RALLY) has been used for ADHD . The program targets all youth and stresses early 
detection and prevention , but does include additional intervention for targeted youth 
(Hunter, 2003; Noam , Winner, Rhein, & Molad, 1996). Those chi ldren receiving 
individualized intervention in addition to the general prevention intervention are 
assisted with organizational skills. Their teachers receive assistance in maintaining 
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consistent behavior management plans, and communication between the child/family 
and an outside physician is facilitated. Initial results indicate that children receiving this 
individualized intervention have decreases in truancy and increases in time spent on 
homework (Noam et al.). Additional evaluation of the program is currently underway 
(Hunter). 
One school-based program for conduct disorder is Linking the Interests of 
Families and Teachers (LIFT; Reid, Eddy, Fetrow, & Stoolmiller, 1999). This 
intervention program provides treatment on a school-wide level, and targets antecedents 
of conduct disorder both at home and school. Students are instructed by LIFT staff in 
social skills and practice these skills in groups as well as during free play. Reid et al. 
conducted a study in which students were randomly assigned to either treatment with 
LIFT or no treatment. Those receiving treatment were observed to behave more 
appropriately on the playground and were rated more favorably by teachers than those 
who did not receive treatment. 
Stress Management Training 
As discussed earlier, stress is a common complaint among parents of children 
with behavior problems. Although parents of preschoolers in general experience a great 
deal of stress related to parenting, parents of children identified as having behavior 
problems report higher family stress than comparison families ( e.g., Egeland et al., 
1990) . Mothers of children with ADHD report significantly higher levels of stress than 
mothers of children without ADHD (e.g., Anastopoulos et al., 1992; Mash & Johnston, 
1983; Ralph et al., 1999) . Stress management techniques have been developed to 
counteract stress in a variety of populations. The purpose of stress management, 
according to Cotton (1990), is to balance external stress of the individual and his/her 
ability to cope. 
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According to Brantley and Thomason (1995), stress manifests itself in three 
main areas: biology ( e.g., physiological arousal), behavior ( e.g., smoking or overeating), 
and cognition ( e.g., thoughts that one is not able to cope). There are a variety of stress 
management techniques that target different outcome areas. Methods commonly used 
include progressive muscle relaxation (PMR), EMG biofeedback , autogenic training 
(AT), meditation methods , and cognitive methods (Lehrer et al., 1994) . 
Progressiv e muscle relaxation (PMR) was deve loped by Jacobson in the 1930s 
to improve hyperaro usal and muscular tension. PMR consists of systematically tens ing 
and relaxing muscl e groups throughout the body while observing the sensations of 
tension and relaxation . Biofeedback was added to PMR in the 1980s to provid e 
individuals with feedback regarding their physiological state. 
In EMG biofe edback training, the traine e alters covert muscle activity and 
observes changes in a public (observable) stimulus that parallels the private event. 
Thennal biofeedback training consists of providing the trainee with a public signal that 
reflects small changes in peripheral temperature, and then instructing him/her to control 
the signal , and hence, his/her vascular behavior. Autogenic training (AT) involves the 
presentation of various statements by the trainer consisting of states of heaviness, 
wam1th, and calmness in various parts of the body. After each statement , the trainee 
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repeats it to him/herself and attends to the described sensation. 
Meditation and controlled breathing target the physical state. Meditation 
involves covertly repeating a word (mantra) to oneself while exhaling and observing 
one's own verbal and breathing activity. With the technique of guided imagery, trainees 
are asked to construct scenes other than that of the training environment and to attend to 
feelings of relaxation including pulse and breathing. These scenes incorporate the 
senses of sight, sound, temperature, touch, and smell (Poppen, 1988). Techniques that 
target behavior center around attaining a healthier lifestyle ( e.g., exercise, smoking 
cessation) and changing behaviors that precede or follow stress in order to lessen its 
impact. Finally, cognitive methods target the person's stressful thoughts and alter the 
person's appraisal of the stressful event. 
One treatment program called Stress Inoculation Training, deve loped by 
Meichenbaum (1985) , uses a variety of techniques. According to Fausel ( 1995), 
components of the treatment package include: (a) education about stress; (b) learning to 
self-monitor thoughts, images, feelings, and behaviors ; (c) learning to problem solve 
using definition , consequence, anticipation, decision-making , and feedback; (d) 
rehearsal of direct action , emotion regulation , and self-control coping skills; (e) learning 
to use maladaptive responses as cues to implement coping strategies; and (t) practice 
imaginal and behavioral rehearsal of coping strategies both in vitro and in vivo. 
Stress management techniques have been used successfully for a variety of 
problems and in a variety of settings . According to Lehrer et al. (1994), the methods 
typically used to reduce stress (those that have been described in this section) have been 
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found to be useful in treating various aspects of medical and behavioral disorders. 
Somatic disorders treated with stress management techniques include hypertension, 
Raynaud's disease, dysmenorrhea, peptic ulcers, irritable bowel syndrome, and chronic 
pain . Stress management techniques have also been shown to decrease severity of 
atopic dermatitis (Habib, 1999), decrease symptoms of asthma (Hockemeyer & Smyth, 
2002), reduce headache activity (Holroyd et al., 2001), decrease pain and depression in 
rheumatoid arthritis patients (Rhee et al., 2000) and improve hypertension (Garcia-
Vera, Sanz, & Labrador , 1998). Stress management has also been shown to improve 
mood and decrease depressive symptoms (Cruess et al., 2002), decrease self-reported 
levels of anxiety , stress, and anger (Antoni et al., 2000) , decrease psychological distress 
(Cruess , Antoni, Schneiderman et al., 2000) and reduce herpes simplex virus type 2 
antibody titers in HIV-infected men (Cruess, Antoni , Cruess et al., 2000). Stress 
management has also been shown to increase serum testosterone levels (Cruess et al., 
2001) , reduce serum cortisol levels (Cruess, Antoni , McGregor et al., 2000) , which are 
associated with better health outcomes. Research also shows that it can increase 
optimism and reduc e prevalence of depression in women with breast cancer (Antoni et 
al., 2001) . 
Behavioral disorders treated with stress management techniques include 
insomnia, anxiety , anger and aggressive behavior, depression , substance abuse, and 
schizophrenia (Lehrer et al., 1994). Insomnia has been significantly improved through 
progressive relaxation, even into long-term follow-up (Lacks & Morin , 1992). Mild and 
moderately depressed individuals have experienced significant improvements in mood 
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following 10 weeks of regular aerobic exercise, which is widely considered a stress 
management technique (Fremont & Craighead, 1987). Panic and anxiety have also been 
greatly improved through the use of stress management, as in Barlow , Rapee, and 
Brown's (1992) and Craske, Brown, and Barlow's (1991) demonstrations of significant 
improvements in anxiety after progressive muscle relaxation both immediately after 
treatment and up to 2 years posttreatment. Similarly impressive long-term 
improvements have been demonstrated by Deffenbacher, Story, Stark, Hogg, and 
Brandon ( 1987) and Deffenbacher (1988) in their treatment of college students with 
anger problems using cognitive and relaxation coping skills. Techniques used included 
progressive relaxation training, relaxation without tension, breathing-cued relaxation, 
cue-controlled relaxation , and relaxation imagery . Again, long-term maintenance of 
improvements were maintained at I-year follow-up. Individuals with schizophrenia 
have also been found to be capable of learning stress management techniques , reliab ly 
reducing muscle tension and general anxiety, and thus ame lioratin g secondary 
symptoms of the disorder (Lehrer et al., 1994; Nigel & Jackson , 1979; Pharr & Coursey, 
1989; Van Hessel, Bloom , & Gonzalez, 1982) . In fact, stress management has been 
found to reduce the number of hospital admissions in persons with schizophrenia for a 
year following stress management treatment (Norman et al. , 2002). 
In addition to being used for medical and psychological disorders , stress 
management has been used in business settings (Munz, Kohler, & Greenberg, 2001). By 
reducing their stress, employees in these settings experienced an improvement in their 
health and their productivity. Other occupational groups targeted successfully with 
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stress management training include the police force (Le Scanff & Taugis, 2002), high-
risk maintenance workers (Peters & Carlson, 1999), and female physicians (Winefield, 
Farmer, & Denson, 1998). 
Stress management has also been shown effective in improving feelings of 
depression and reducing anger and feelings of isolation in spousal caregivers of 
Alzheimer's patients (Sala-Disesa, 2002). In another study using stress management in 
a family-type setting, Fausel (1995) used stress inoculation training with stepcouples. 
The researcher found that 62% of subjects who completed the Index of Clinical Stress 
(ICS) both at pretest and posttest had lower scores at posttest. Of those, 12% lowered 
their scores from above the clinically significant cutoff score to below it. However, the 
study did not use control groups and therefore no statistical significance testing was 
done . 
The robust effects of stress management techniques are perhaps mor e fully 
demonstrated by a study by Timmerman , Emme lkamp , and Sandemrnn (1988) . Rather 
than choosing a sample of individuals based on medical diagnoses, psychological 
diagnoses , or relative demand in occupation, these researchers chose participants 
randomly from a community. Subjects assigned to treatment attended eight weekly 
treatment sessions consisting of instruction on changing unhealthy life styles, relaxation 
skills including muscle relaxation , problem-solving techniques, and social skills. 
Although the treatment and control groups had similar risk profiles, the treatment group 
experienced significantly less distress, less trait anxiety , fewer daily hassles, and more 
assertiveness as compared to the control group at end of treatment. 
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In a review of the effectiveness of stress management, Lehrer et al. (1994) found 
that specific techniques produced corresponding outcome effects (i.e., cognitive 
methods had specific cognitive effects). The effectiveness of the intervention, therefore, 
depends on what effects are being measured for outcome . The superiority of one 
method over another is most clear when the method clearly matches the target area (i.e., 
using muscular techniques for tension headaches; Carlson & Hoyle, 1993), and is less 
clear when the method does not specifically target the problem area (i.e., using 
meditation for tension headaches; Lehrer et al.). 
For muscular effects, PMR or EMG appear to be more effective than AT or 
thennal biofeedback (e.g., Gamble & Elder, 1983; Schneider, Rawson, & Bhatnager, 
1987). For autonomic effects, AT or thennal biofeedback appears to be more effective 
than PMR or EMG biofeedback (e.g., Gamble & Elder; Lehrer, Atthowe, & Weber, 
1980) . Mantra medit at ion was found to be more effect ive than heart rate biofeedback or 
AT on the areas of autonomic arousal and generalization (e.g ., Gallois, 1984; Pollard & 
Ashton, 1982). Poppen (1988) found similar conclusions regarding mantra meditation , 
but upon critical review found that meditation had no greater effects than asking 
subjects to rest quietly . 
Overall , the various stress management techniques seem to produce specific 
positive effects, and these positive effects have been shown with a variety of techniques 
used for a variety of problems. Cognitive interventions appear to be most effective 
when the assessment of improvement involves self-report and interpretation of 
symptoms, as with the problems of pain, anxiety , insomnia, or anger. Some of these 
same problem areas, however, have behavioral components that are best helped when 
the intervention has a behavioral focus. Because of overlap such as this, treatment 
programs that target multiple components of stress appear to be most appropriate. 
Summary 
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Parents of children with behavior problems report a great deal of stress, a 
problem that has been improved using stress management training. A variety of 
behavior problems in children have been improved with behavioral parent training, and 
early interventions are recommended for more effective prevention of long-term 
behavior problems. Because individual and group parent behavioral training appear to 
be equally effective, the preferred approach may be group interventions due to their 
greater efficiency. Behavioral parent training has been shown in a very limited number 
of studies to reduce parental stress, but several parental factors such as high stress are 
indicative of low success in parent training . Therefore , a parent training procedure that 






Parents receiving services through Bear River Head Start of Northern Utah were 
given the opportunity to volunteer for parenting groups in the spring of 2000 and the 
spring of 2001. Due to a lack of subjects in one treatment group, parents of preschoolers 
receiving services through a local state disabilities office were recruited for the final 
treatment group held in fall of 2001. 
Parents participated in one of two treatment groups; one group received parent 
training followed by stress management training and the other received the treatments in 
the opposite order. The group that received parent training first had 12 parents, and the 
stress-management-first group had nine parents . Parents in the parent-training-first 
group consisted of seven mothers and five fathers . All parents in the stress-
management-first group were mothers . Chi square analysis indicated that this difference 
is statistically significant (p = .026,f = 5.82). No other statistically significant 
demographic differences were found between the two groups. All parents were 
Caucasian, as were all but one child. Most parents in both groups were married . The 
mean household size for the parent-training-first group was 4 .5; the mean household 
size for the stress-management-first group was five . Mean net monthly income was 
$1,395.00 for the parent-training-first group and $1,536.25 for the stress-management-
first group. Most parents in both groups had completed some college. The majority of 
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parents overall had not attended parenting classes in the past. Approximately half of the 
parents in the parent-training-first group reported that they were more interested in the 
parent-training component, whereas most parents in the stress management training first 
group reported that they were more interested in the stress management-training 
component. See Table 1 for complete demographic information. 
Table 1 
Demographic Information for Parents in Parent Training Groups 
First group 
Variables Parenting training n Stress management n 
Number completed 







Mean hou seho ld size 
Mean net monthl y income 
Education attain ed 
Didn't complete high school 
High school diploma 
Some co llege 
Co mpl eted college 
Previous parenting class? 
Yes 
No 
Component most appealing 








(SD = 1.38) 
$1,395.00 







Parentin g trainin g 4 








(SD = 1.69) 
$1,536.25 










All children who were the targets of the intervention were age 4 or 5. Child 
gender was evenly split between boys and girls in both groups. Because all five fathers 
who completed treatment were part of a mother-father dyad, five children were assessed 
twice at each observation period ( once by mother and once by father). Therefore, 
although 12 child assessments are reported for the parent-training-first group, only 7 are 
for unique children. Only one child was reported to have a previous mental health 
diagnosis. See Table 2 for complete child demographic information. 
Limited child demographic information was obtained from teacher assessments 
(see Table 3). Ratin g scales were completed on 14 males and 15 females. Data was 
obtained on seven children whose parents were in the parent-training-first group, five 
children whose parents were in the stress-management-first group, and 17 
Table 2 











Diagnoses of mental disord er 
No 
Yes 
First gro up 


















Child Demographic Information from Teachers 
Variable n 
Parent training first 7 
Male 3 
Female 4 
Stress management first 
Male 3 
Female 2 
No treatment 17 
Male 8 
Female 9 
chi ldren whose parents signed up for parent training groups but did not attend any of the 
meetings. No teacher assessments were obtained for children whose parents were 
recruited through the disabilities services agency. 
Tnfonnation was gathered on Head Start through their national website in order 
to detennine if parents and children who participated in this study were representative 
of the population from which the sample was obtained . Head Start accepts preschool-
aged children whose families have a yearly income below the poverty line, whose 
fami lies receive public assistance, or who are in foster care. Families of slightly higher 
income can also participate if space is available at their local Head Start agency . The 
mean family income for both groups are within the poverty line for household sizes of 
four and five in the years during which groups were held . According to the U.S . 
Department of Health and Human Services, in the year 2000 the poverty line for a 
family size of four was $17,050 and for a family size of five was $19,950. In the year 
2001 the poverty line for a family size of four was $17,650 and for family size of five 
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was $20,670. Therefore, even with non-Head Start participants included, participants in 
this study met criteria for being impoverished. Unfortunately, no other information 
regarding demographics for Head Start was located ( e.g., mean income, child ethnicity). 
Measures 
Prior to the first group meeting, parents and teachers were asked to complete 
several assessments. Teachers completed the Disruptive Behavior Disorders Rating 
Scale (DBDRS)--Teacher Form and the Preschool and Kindergarten Behavior Scales 
(PKBS). Parents completed the Disruptive Behavior Disorders Rating Scale--Parent 
Form, the Child Behavior Checklist (CBCL), the Parenting Stress Index (PSI), the 
Perceived Stress Scale (PSS), the Parenting Sense of Competence Scale (PSOC), and 
the Marlowe-Crown Social Desirability Scale. The same scales were completed after 
the first of the two treatment components and then again after all of the training were 
complete (see ANOVA tables in Appendix A). The Therapy Attitude Inventory (TAI) 
was added to the final set of parent assessments. Copies of noncopyrighted measures 
can be found in Appendix B. 
Disruptive Behavior Disorders Rating 
Scale--Parent Form 
The parent fonn of the DBDRS contains 3 7 items. Items assessing symptoms of 
ADHD are from the ADHD Rating Scale--IV and are based on the American 
Psychiatric Association's Diagnostic and Statistical Manual of Mental Disorders 
(DSM-IV; 1994) criteria for ADHD. These items contribute to a total ADHD score as 
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well as two subscale scores, Inattentive and Hyperactive/Impulsive. As reported by the 
authors of the ADHD Rating Scale--IV (DuPaul, Power, Anastopoulos, & Reid, 1998), 
these scores have adequate test-retest reliability (Pearson product-moment correlations 
of. 78 and above over a 4-week period), internal consistency reliability ( coefficient 
alphas of .86 and above), and adequate convergent and construct validity. Other items 
on the DBDRS parent form are based on DSM-IV criteria for ODD and CD. There is no 
normative information for these components. However, items are based directly on 
criteria for these disorders as listed in the DSM-IV and authors ( e.g., Barkley, 1997) 
advocate their use as a screening measure. 
Child Behavior Checklist (CBCL) 
The CBCL contains 120 items and broadly assesses chi ldhood emotional and 
behavior problems. Ratings of the items produce a total score, two composite scales 
(internalizing and externalizing), and eight subscale scores (withdrawn, anxious/ 
depressed, somatic complaints, socia l problems , thought problems, attention problems, 
aggressive behavior, and delinquent behavior). The author (Achenbach , 1991) reports 
adequate test-retest reliability (greater than .80 for one week), high internal consistency 
reliability (.90s), and adequate construct and convergent validity. Intraclass correlations 
for interparent agreement and inter-interviewer reliability were in the .90s. High 
concurrent correlations with related instruments (e.g ., Conners' Parent Rating Scale) 
has been found, along with strong discriminant validity. The CBCL is the standard 
against which the validity of many other assessment tools are measured (Edelbrock & 
Costello , 1988). 
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Parenting Stress Index (PSI) 
The PSI (Abidin, 1995) contains 120 items and measures parent stress and 
parent satisfaction. Items measuring parent stress primarily focus on the parent-child 
relationship. There are two domains of the PSI--the Child Domain and the Parent 
Domain. The author provides extensive reliability and validity data and reports adequate 
reliability and validity, with the internal consistency for domain scores .90 or higher. 
Test-retest reliability for the total score ranges from .65 for a 1-year interval to .96 for 
intervals from 1 to 3 months . Coefficient alpha was .90 and .93 for Child Domain and 
Parent Domain, respectively . Validity of the PSI has been demonstrated through 
correlations between the PSI and 92 other measures of parent and child functioning 
(e.g ., CBCL, Beck Depression Inventoty , and Child Abuse Potential Inventory), and 
scores have been shown to be sensitive to reductions in stress following parent training 
(Abidin). 
Perceived Stress Scale (PSS) 
The PSS contains 14 items that measure the extent to which life situations over 
the past month are perceived as stressful. The authors (Cohen, Kamarck, & 
Mermelstein , 1983) conducted reliability and validity studies on three samples of 
college students and repo1i internal consistency reliability to be approximately .85; 
coefficient alpha reliability to be .84, .85, and .86 in each of the tlu·ee groups; and test-
retest reliability over a two-day period to be .85. Concurrent and predictive validity 
have also been confirmed (Fernandez-Ballesteros , 2003) , with the PSS predicting 
success in a smoking cessation program (Glasgow, Mizes, Klesges, & Pechacek, 1985) 
and being highly correlated with scores on the College Student Life-Event Scale 
(CSLES; Cohen et al., 1983). 
Parenting Sense of Competence 
Scale (PSOC) 
The PSOC contains 16 items that measure the degree to which parents agree 
with statements that reflect parenting efficacy and parenting satisfaction. These two 
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areas comprise the two subscales. The authors (Johnston & Mash, 1989) report adequate 
internal consistency (.75 for satisfaction, .76 for efficacy , and .79 for the total score) . 
The authors have found a negativ e relationship between scores on the CBCL and PSOC , 
with higher levels of child problem behavior being correlated with decreased parental 
efficacy and satisfaction 
Marlow e-Crowne Social Desirability 
Scale (MCSDS) 
The MCSDS is a 33-item self-report questionnaire that measures the degree to 
which individuals attempt to present themselves in a sociall y desirable manner. The 
MCSDS was used in this study in order to help make conclusions regarding the 
accuracy of parent self-report. Items are presented in a forced-choice fonnat (true-false). 
High scores suggest a tendency to give socially desirable answers to questions. 
Adequate reliability has been reported, with internal consistency (Kuder-Richardson 
reliability) at .88 and test-retest correlations of .89 (Crowne & Marlowe , 1960) . Crowne 
and Marlowe found correlations with the Edwards Social Desirability Scale of .35, 
which they reported to be significant at the .05 level. The authors also computed 
52 
correlations between the MCSDS and various subscales of the Minnesota Multiphasic 
Personality Inventory (MMPI). They reported that the correlation of .40 with the 
MMPI' s K scale (test-taking attitude ) was significant at the .05 level , and the 
correlation of .54 with the L scale (lie) was significant at the .01 level. The author s 
concluded that the MCSDS-MMPI correlation s "more accurately indicate the amount 
of MMPI scale variance which may be attributed to difference s in the need to giv e 
sociall y des irabl e respon ses " (p . 353). The MCSDS is the mo st wid ely used mea sure of 
soci ally des irabl e resp onse tendency (Reynold s, 1982 ). 
Therapy A ttitu de Invento,y (TA I) 
Th e T Al consists of l O items that meas ure consumer/pare nt sa tisfaction with a 
parent-trainin g prog ram. Pare nts rate the deg ree of sa tisfac tion the y fee l with the 
pro gram and with their child 's progress. Th e auth or (Ey berg, 1993) reports sati sfac tory 
internal co nsistency reliabilit y (.88) and adequ ate di sc rimin ant validit y for sensitivity to 
trea tm ent e ffects. Fo r the purp oses of this trea tment stud y, the TAI was rev ised to 
reflec t both behav iora l parent trainin g and stress manage ment trainin g. Items on the 
original TAI includ e wo rdin g spec ific to parent trainin g (e.g., "Re gardin g tec hniqu es for 
teac hin g my child new skill s, 1 have learned ... "). Rev ising the measure to include 
attitud es tow ard the stress manage ment portion of trainin g involved addin g items 
identica l to the original item s but with pertinent wo rdin g changed (e.g., "Rega rdin g 
stress man age ment skills, I have learned ... "). 
Disruptive Behavior Disorders Rating 
Scale--Teacher Form 
The teacher form of the DBDRS consists of 26 items that are identical to the 
items that assess ADHD and ODD symptoms on the parent form. Items assessing CD 
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are not included. As with the parent form of the DBDRS, items assessing symptoms of 
ADHD are from the ADHD Rating Scale--IV and are based on DSM-IV criteria for 
ADHD. These items contribute to a total ADHD score as well as two subscale scores, 
Inattentive and Hyperactive /Impulsive. As reported by the authors of the ADHD Rating 
Scale--IV (DuPaul et al., 1998), these scores have adequate test-retest reliability (.88 for 
hyperactivity-impulsivity, .89 for Inattention , and .90 for the Total score over a 4-week 
period) , and adequate to excellent internal consistency reliability (coefficient alpha 
scores of .88 for hyperactivity-impulsivity , .96 for inatt ention , and .94 for the total 
score). lnterrater agreement between parents and teachers was moderate (total score = 
.41, inattention = .45, and hyperactivity-irnpulsivity = .40). Other items on the DBDRS 
teacher form are based on DSM-IV criteria for ODD . There is no normative information 
for this component. 
Preschool and Kindergarten Behavior 
Scales (PKBS) 
The PKBS consists of 76 items that measure social adjustment and various 
problem behaviors. The Social Skills scale assesses peer-related and adult-related fonns 
of social adjustment and is divided into three subscales: social cooperation, social 
interaction, and social independence. The Problem Behavior scale assesses internalizing 
and externalizing fonns of problem behaviors and is divided into four subscales: self-
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centered/explosive, attention problems/overactive, antisocial/ aggressive, social 
withdrawal, and anxiety/somatic problems. The author (Merrell, 1994) reports high 
internal consistency reliability ranging from .81 to .97, moderate to high test-retest 
reliability over a 3-week period (.58 to .87) and 3-month period (.36 to . 78), adequate 
content validity, and moderately to very strong construct validity. Interrater reliability 
between teacher and parent was .16 for the Problem Behavior Total and .38 for the 
Social Skills Total, whereas between teacher and teacher aide it was .48 for Social 
Skills and .59 for Problem Behaviors . Convergent validity was demonstrated between 
the PKBS and the Social Skills Rating System, with correlations of. 76 between the two 
Social Skills scores and .83 between the two Problem Behavior scores. 
Session and Program Rating Scales 
Session rating scales were developed to be filled out at the end of each session. 
Rating scales consisted of eight statements , four of which pertained to the current 
session ( e.g., "The information presented today was helpful") and the other four of 
which pertained to the previous session ( e.g., "Last week's in-class practice was 
worthwhile") and what happened between the last session and the current session (e.g ., 
"I tried last week's skills outside of class"). Parents respond to these eight statements on 
a Likert-type scale ranging from l to 5, with 1 being "not at all" and 5 being "very 
much ." Items not referring to the current session had the additional option of "NA," or 
"not applicable" since there may not have been a previous session (i.e., the form was 
completed after the very first session) or the parent may not have attended the previous 
session. The session rating scales also had four open-ended questions: What did you 
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learn in today's class that was useful? What could have been improved in today's class? 
Do you think you can use what you learned today at home? (Why or why not?) What 
else would have been helpful to cover in today's class? 
A program rating scale was also constructed in order to learn more about what 
parents thought of the stress management program developed for this project. This was 
done for the stress management program and not the parent training program because 
using stress management for parental stress is new, whereas parent training for parents 
is a well-established treatment. Based on the session rating scale previously described, 
this fonn had two statements on a Likert-type scale (1 = not at all, 5 = very much) , four 
open-ended questions, and a list of the six main stress management topics beside which 
parents were to mark whether the topic was helpful( +) or unhelpful(-) . 
Attendance Questionnair e 
Due to high dropout rates, an additional questionnaire was developed at the end 
of the first round of classes in order to gather more infomiation about what factors 
contributed to attendance problems. The questionnaire consisted of a list of potential 
factors, with blanks for parents to fill in others not listed , and another column of blank 
spaces for parents to give suggestions for what the exper imenter could have done to 
improve their attendance. Factors listed on the questionnair e includ ed: lack of child 
care, day of class , time of class , too many classes, not enough incentives (e.g., prizes, 
gift certificates) , lack of motivation, information not useful, class wasn ' t what I 
expected, too much class-related work, too many commitments (not related to class) , 
unexpected events, illness , transportation problems , and uncomfortable in this setting. 
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Procedures 
Parents receiving services through Bear River Head Start of Northern Utah were 
given the opportunity to volunteer for parenting groups. A preschool population was 
used for this study because of the acknowledged need for early intervention (Campbell, 
1990), the long-term efficacy of early intervention (Yoshikawa, 1994) and the link 
between low income (a prerequisite for enrollment in Head Start) and stress. The groups 
were announced in parent meetings and through newsletters that were sent home with 
each child's school papers . Teachers and Head Start home visitors were also 
encouraged to refer parents whom they felt would be good candidates for the groups, 
and phone contact was attempted with all parents in the Head Start system. A minimum 
enrollment of 10 parents in each of the two treatment groups was desired. Any parent 
interested in attending the group meetings was welcome. 
Even though more parents than were needed stated they would attend the 
meetings , several enrolled parents never attended the first meeting and many parents 
who attended the meetings dropped out at various stages of the training . More than 73 
Head Start families were personally contacted and spoken to by the researcher, and 
fliers advertising the groups were sent home with every child enrolled in Head Start . 
Many personal contacts resulted in actual conversations , while some involved no 
reciprocal contact (i.e., left message on answering machine, received no answer, 
received busy signal, or phone disconnected). If an attempt at contact was unsuccessful, 
multiple attempts were made on subsequent days . Based on these phone conversations, 
4 7 parents committed to attending sessions. At least 13 of these parents never attended 
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any sessions. Thirty-four parents attended the first session, half of whom dropped out. 
See Figure 1 for flowchart. 
Because of the difficulties in retaining parents in the first round of parenting 
groups, one more group was started a few weeks after the first two began and the 
treatment order was decided by the researcher based on which group appeared to have 
the fewest members at the time. The new group meeting took place during the day 
because of the high number of parents who stated that they would attend if meetings 
were held during the day. Only a few of the parents who expressed interest actually 
attended the first meeting and only one parent came to the second meeting. Therefore, 
the third group was canceled . 
Head Start Disabilities Agency 
73+ families contacted 16 families contacted 
~ i 
47 parents enroll 9 parents enroll 
~ i 
33 parents attend first 6 parents attend first 
sess ion session 
~ i 
17 parents complete 4 parents complete 
treatment treatment 
Figure 1. Flowchart showing par ent contact and commitment by location . 
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Approximately 6 months later the same procedure was followed to begin two 
new groups, and the same difficulties arose. After 11 weeks of running both groups, 
there still were not enough parents in one group to fulfill the goal of 10 completers. 
Approximately 1 year later it was tried again, but it was thought that Head Start was not 
a good prospect for recruiting and keeping enough parents to finish the project. 
Therefore, the researcher decided to recruit parents of preschoolers who were receiving 
services through a local state disabilities office. One group was run in order to fill the 
quota for the stress-management-first group and almost all of the parents who attended 
the first meeting stayed through the end. 
Similar recruitment procedures occurred for parents connected to the disabilities 
services agency (fliers were distributed to families by case workers), with 16 parents 
being personally contacted by phone, nine parents enrolling, six attending the first 
session, and four completing the entire treatment (see Figure 1). One parent left in the 
middle of the first session, stating she was experiencing personal problems and would 
not be able to attend sessions after all. Another parent who completed all but the last 
session had an unexpected conflict in schedule, and she neither made up the session nor 
completed the final assessment packet. Therefore, the stress-management-first group 
still only had nine completers in all. 
Demographic information for parents who dropped out after the first assessment 
versus parents who stayed in treatment for at least the first and second assessments are 
shown in Table 4. Chi-square analysis indicated that the two groups differed 
significantly different on which treatment component they found most appealing 
Table 4 
Demographic Information for Those Who Dropp ed Versus Those Who Stayed 
Variables 








Marital sta tus 
Married 
Divorced/separated 
Mean household size 
Mean net monthly income 
Educat ion attained 
Didn't co mplete high school 
High school diploma 
Some co llege 
Comp leted co llege 
Prev ious parenting class? 
Yes 
No 



































Cauca sian 24 
Native American O 
"= stayed for at least first and seco nd assessments 
h = dropp ed after first assessment 












$ 1,753 .58 
















(p = .025). The group that stayed for at least the first two assessments had 14 parents 
say they preferred SMT, whereas the group that dropped after the first assessment had 
two parents said they preferred SMT. Parents who reported they preferred parent 
training were evenly split between the two groups (n = 7). Therefore, preference for PT 
did not distinguish the two groups but preference for SMT did. 
A comparison group, pretest-posttest, quasi-experimental design was used for 
this study. One group had four weeks of stress management training followed by seven 
weeks of parent training, while the other group received these treatments in reverse 
order, according to the timeline and treatment and testing schedule presented in Figure 
2. Treatment involved both parent training and stress management training. Stress 
management training lasted 4 weeks, and parent training lasted 7 weeks. All parents 
received both treatments , with approximately half receiving parent trainin g before stress 
management training and the other half receiving stress managem ent training before 
parent training. 
Teachers assessed three groups of children. These groups were (a) children 
whose parents were in the parent-training-first group, (b) children whose parents were 
in the stress-management-first group, and (c) children whose parents originally signed 
up for the parenting groups but did not attend any sessions. For the latter group's second 
assessment (corresponding with the other groups' posttreatment 1 assessment), children 
were randomly assigned to be evaluated by their teacher after either 4 weeks or 7 
weeks. 
The first two groups were held at separate Head Start locations in Logan, Utah 
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and Smithfield, Utah. In these two groups participating parents were assigned to groups 
primarily based on proximity to those sites. However, if a parent was not able to attend 
the closer class on the assigned night and was willing to drive to the farther site, they 
did so. Beginning each group during the same week, even though treatment phases 
lasted a different number of weeks, resulted in the observation for posttreatment 1 
occurring at different times and the comparison of these measures for each group 
spanning a different amount of time (see Figure 2). 
Stress management training involved teaching a variety of skills such as 
relaxation training, cognitive interventions (i.e., identifying irrational beliefs), and 
behavioral interventions (i.e., assertiveness training and time management). Parent 
training closely followed Barkley's (1997) treatment protocol and involved teaching 
such skills as positive reinforcement, time out, and the use of privileges . Groups were 
held once per week and lasted approximately 1.5 to 2 hours each . Throughout treatment , 
all parents received a phone call once a week from the researcher. The purpose of the 
Group 0 2 
SMT First opr e X, 
PT First 
0 = Observation (assessment) 
Xa = Stress Management Training begins 
Xb = Parent Training begins 
" = Current treatment continues 
Week 
3 4 5 6 
xb 
op ostla 
Figure 2. Research design and time of assessments. 




phone calls was to assess the parents ' progress , remind them to use the skills taught thus 
far, and field questions. At the end of each session, parents were asked to complete 
session rating scales in order to provide the researcher with information about the 
usefulness of each session and skills learned, as well as the leader's effectiveness. 
Homework assignments were given each week. 
Stress management sessions included lecture, discussion, and practice of that 
day's skills . Handouts were provided for each topic . Outlines of each sess ion can be 
found in Appendix C; parent handouts and homework can be found in Appendix D. 
Details of each session were as follows: 
Week I: Intr oduction and Overview 
1. Definition of Stress 
2. Compo nents of Stress (worksheet to be handed in next week) 
3. Three Phase Model 
Phase I: Occurrence of stressor 
Phase II: Response to Stre ssor--PhysicaJ , Emotiona l, and Cog nitive 
Reaction 
Phase Ill: Personal Interpr etation of Stressor 
4. Homework: Components of Stres s worksheet 
Week 2: Relaxation Training 
l. Progressive Muscle Relaxation (PM R) 
2. Deep Breathing 
3. Imagery 
4. Homework: practice PMR, deep breathing, and imagery 
Week 3: Cognitive Int erventions 
1. Albert Ellis' A-B-C 's : activating event, belief, consequence , different belief , 
and emotional consequence 
2. Categories of Irrational Beliefs 
3. Stress Inoculation 
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a . Prepare self for stressor by developing self-statements 
b . Confront and handle the stre ssor 
c. Cope with feeling overwhelmed 
d . Reinfor ce self for use of self-statements to cope 
4 . Hom ework : Irr ational Beliefs worksh eet 
Wee k 4 : Behaviora l Int erventions 
1. Asse rti ve Int erp ersonal Int erac tion s: asse rti ve ne ss trainin g 
2. Tim e Man age ment 
a. M ake lists of thin gs on e has to do and want s to do . Choos e wh at to do by 
altern atin g items on list. 
b . M ake "to do" lists and prioriti ze items 
c. Sc hedul e "dow n tim e" 
d . A vo id ac tiviti es that was te tim e 
3. Ae robic Exerc ise 
4. Hea lth y Li festy le 
S. T ips to Imp rove Sleep 
6. Homewo rk : co mpl ete daily sc hedul e 
Parent train ing se ss ions invo lved lec tur e, de monstra tion, di sc uss ion, v ideo , and 
role play. Ha ndo uts wer e prov ided fo r eac h topic. Deta ils of eac h sess ion we re as 
follows . 
Wee k 1: 
1. Int rod uction 
2 . Using Pos iti ve Reinfo rce ment to Increase App ropri ate Behav ior 
3. Homewo rk: child behav ior logs, increase pos iti ves fo r goo d behavio r 
Week 2: 
1. Child ' s Ga me: S minut es of child -dir ec ted play (parent fo llo ws child ' s lead ) 
using pos iti ve int eracti on style (pro vidin g prai se, reflec tin g appropri ate 
statements , desc ribin g what child is do ing, imitatin g appropri ate play, and 
avo idin g co mm and s, reprim ands, and nega tive state ments) 
2. H omewo rk : child behav ior log s, pra ctice Child 's Game and compl ete logs 
Week 3: 
1. How to Manage Behavior with Positive Reinforcement and Differential 
Attending 
2. Homework: child behavior logs, practice Child's Game and complete logs 
Week 4: 
1. Ignoring Negative Behavior 
2. Setting Limits 
3. Giving Effective Commands 
Homework : child behavior logs, practice Child's Game and complete logs , use 
effective commands 
Week 5: 
1. Effectively Using Time Out 
2. Homework : child behavior logs , practice Child's Game and complete logs 
Week 6 : 
1. Other Di scipline Technique s 
a. Using Privile ges 
b. Tok en Economies 
c. Extending Prin ciples Out side the Hom e 
2. Homework: child beh av ior log s, complete privile ge worksheet 
Week 7: 
I . Assessments 
2. Wrap-up 
3. Open Di scussion 
4. Drawin g for Door Pri zes 
5. Homework: child beha vior logs 
Trea tment integrit y checks were completed for 33 of the 47 sessions. Twent y-
two sess ions were audio taped and listened to later by a research ass istant, and a 
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resea rch assistant who recorded integrity as each cla ss progre sse d attended 11 sess ions. 
Information from the se 33 sessions was checked against the resea rcher 's session 
checklists. It was determined that 100% treatment integrity was obtained for all 33 
sessions. 
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Incentives were given at each session to those parents who attended. Parents 
who missed a class were required to attend make-up sessions. Incentives for parents in 
the Head Start groups included childcare reimbursement, mileage reimbursement, and 
free food and drinks on site, all of which were provided by the Head Start organization. 
Parents at the disabilities agency were able to utilize on-site daycare services provided 
by consumers and their job coaches. At each of the meetings both the Head Start groups 
and the group at the disabilities agency were able to participate in drawings for coupons 
and gift certificates donated by loca l organizations. At the first treatment session, 
parents were told they would have a chance of winning an extra incentive for having 
perfect attendance throughout the entire 11 weeks of treatment. Re sea rch gra nt mone y 
was used to purchase $20 gift certificates from local stores, which were provided to five 
parents who, as of the last sess ion , had perfect attendance (did not need to attend any 
mak e-up sessions). Out of the six total groups that were run , 10 of the parent s who 
completed treatm ent had perfect attendance. However , two of the se groups had four 
parent s with perfect attendance on the last day and at the time grant money was not 
available to purcha se the gift certificates. On these occasions, the groups that had 
participant s with perfect attendance put their names in a hat and one name was drawn. 
The two parent s whose names were drawn on the se two occasions were provided with a 





Group means were calculated for the Marlowe-Crowne Social Desirability Scale 
(MCSDS), on which higher scores indicate the tendency to answer questions in a 
socially desirable manner. Out of a total possible sco re of 33, the group that received 
parent training first reported mean s of 17 .1 (SD= 7 .22) at the time of the first 
assessment, 14.2 (SD= 7.84) at the second assessment, and 13.7 (SD= 7.27) at the third 
assessment. The group that received stress management first reported mean s of 15.7 
(SD= 5.1) at the first assessment, 17.1 (SD= 4.04) at the second assessment, and L6.l 
(SD= 5.73) at the third assess ment. The standardi zat ion gro up in the original study on 
the MCSDS had a mean sco re of 13.72 and a standard deviation of 5.78. The means 
obtained in this study were all within one standard deviation of the mean of the original 
standardi zat ion sa mpl e, suggest ing the parents in this sa mple did not respond in an 
overly posit ive manner. Therefore, it was concluded that the scores that follow do not 
repre sent false report s of parental attitudes. 
Repea ted measure s ANOV As were performed in order to determine if there 
were diff erences in parent stress, seve rity of problematic child behaviors, and feelings 
of parental efficacy at different stage s of treatment (pretreatment , after the first 
treatment component, and after the seco nd treatment component). More importantl y, 
time by group interactions were analyzed in order to look mor e clo sely at group 
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differences over time and changes at different points in treatment. This was done 
because of primary interest in this study was whether the treatment groups improve 
differentially over time. The repeated measures ANOV A suits the data in this 
exploratory study better than the MANOV A, although it is acknowledged that the 
possibility of Type I error (finding significant differences when there actually is none) 
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is heightened by using this statistic. However, given the small sample size, power is low 
and there is likely to be a greater chance of a Type II error. Group membership and time 
of assessment (between subjects variables) were the independent variables (IV) and data 
from the assessment measures comprised the dependent variables (DV). Standard mean 
effect sizes were also calculated in order to provide infonnation on meaningful change 
beyond that of statistical significance, which is difficult to achieve with a small sample 
size . Effect sizes of .2 to .49 are considered small, .5 to . 79 medium , and .8 and up large 
(Cohen, 1977). Means for the groups on all measures are shown in Tables 5 and 6. 
Figures 3 through 13 show graphic representations of group means at all three times of 
assessment (before treatment , after the first treatment component was complete, and 
after the second treatment component was complete). Effect sizes for all measures are 
shown in Table 7. 
Par ent Outcom es 
Five 2 x 3 repeated measures ANOV As were used to analyze whether there 
were significant changes in parent functioning as measured by the Parenting Stress 
Scale (PSS) total score; the Parenting Efficacy (PE) and Parenting Satisfaction (PS) 
subscales of the Parenting Sense of Competence Scale (PSOC); and the Child Domain 
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Table 5 
Means and Standard Deviations for Parents Who Received Parent Training (PT) Before 
Stress Management Training (SMT) 
Pretreatment Post-PT Post-SMT 
Measure Mean SD Mean SD Mean SD 
Perceived Stress Scale (PSS) 34.17 7.55 29.67 6.14 26.50 7.95 
PSid (Child Domain) 124.08 25.35 112.31 18.37 101.54 38.95 
PSI (Parent Domain) 155.83 27.44 153.67 29 .19 142.50 32.75 
PSOCc (Parenting efficacy) 24.58 4.50 25.75 3.72 28.08 4.38 
PSOC (Parenting Satisfaction) 32.67 5.53 32.58 5.95 36.83 6.79 
DBDRS " (ADHD) 13.17 7.15 10.08 4.87 10.42 6.56 
DBDRS (ODD) 8.42 6.35 5.25 2.42 6.42 4.23 
DBDRS (CD) 1.83 1.95 1.42 1.62 1.58 1.56 
CBCLb Total 48.58 27.53 35.00 15.28 37.17 21.37 
CBCL Externali zing 18.33 9.87 13.50 6.11 14.50 8.12 
CBCL Internali zing 12.42 7.56 9.17 4.39 9.50 7.22 
a= Disruptive Behavior Disorders Rating Scale c = Parenting Sense of Competence Scale 
b = Achenbach Child Behavior Check list d = Parenting Stress Index 
Table 6 
Means and Standard Deviations for Parents Who Received Stress Manag ement 
Training (SMT) Before Par ent Training (PT) 
Pretreatment Post-SMT Post-PT 
Measure Mean SD Mean SD Mean SD 
Perceived Stres s Scale (PSS) 32.56 10.00 29 .56 8.60 27.56 9.65 
PSid (Child Domain ) 107.83 16.30 106.17 16.15 73 .33 43.92 
PSI (Parent Domain) 152.56 23.90 149.67 22.14 148.00 22.86 
PSO C° (Parenting efficac y) 27.00 7.64 29.75 4.89 31.25 4.68 
PSOC (Parenting Satisfaction) 36.00 4.60 34. 13 5.22 33.88 3.87 
DBDRS " (ADHD) 10.33 7 .60 12.89 10.55 8.67 7.65 
DBDRS (ODD) 4.00 2 .92 5.11 3.72 3.44 1.94 
DBDRS (CD) .44 1.01 .67 1.12 .56 .88 
CBCLb Total 28.89 14.93 29.11 11.48 23.00 10.25 
CBCL Externalizing 9.67 7.23 10.22 5.85 8.11 4.99 
CBCL Internali z ing 6.78 6.24 5.78 3.73 5.22 3.49 
a= Disrupti ve Behavior Disorders Rating Scale c = Parenting Sense of Competence Scale 
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Figure 7. Parentin g sense of comp etence: Par entin g sa tisfaction. 
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Figure 12. Achenbach Child Behavior Checklist: Externalizing Scale . 
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Table 7 
Effect Si zes .for Par en t Data 
PT first group SMT first group 
Pretreatment Post-PT to Pretreatment Pre!re<1tn1enl Pcst-SMT Pre1reatn1cnl 
Measure to post-PT post-SMT to post-SMT to post-SMT to post-PT to post-PT 
Perceived Stress Scale -.65 -.45 -.99 -.32 -.22 -.5 I 
(PSS) 
PS!d (Child Domain) -.53 -.16 -.69 -.03 -.99 -.95 
PSI (Parent Domain) - 08 -.36 -.44 -. 13 - 07 -.20 
PSOC' (Parent ing 28 .57 .79 .43 .31 .67 
Efficacy) 
PSOC (Parenting - 02 .67 .67 -.38 - 05 -.50 
Satisfaction) 
DBDRS' (ADHD) -.50 .06 -.40 .28 -.45 -.22 
DB DRS (000) -.66 .49 -.37 .33 -.56 -.22 
DB DRS (CD) -.23 .11 -.14 .21 -.ll .12 
CBCLb Total -.6 1 .12 -.46 .02 -.56 -.46 
CBCL Externalizing -.59 .03 -.42 .08 -.39 -.25 
CBCL Internalizing -.53 .06 -.40 -.20 -. 16 -.31 
" = Di srupti ve Behavior Di sorders Rating Scale c = Parenting Sense of Compe tence Scale 
h 
= Achenbac h Chil d Behavior Checklist d = Parentin g Stress Index 
(CD) and Parent Domain (PD) subscales of the Parenting Stress Index (PSI). Again, 
independent variables were group (parent training first or stress management training 
first) and time of assessment (pretreatment, posttreatment 1, or posttreatment 2). 
Standard mean effect sizes were also calculated. 
There was a significant main effect for time on the total score of the PSS 
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(F2 18 = 6.05, p = .01). Post-hoc pairwise comparisons indicate that parental stress from 
pretreatment to after the first treatment significantly decreased (p = .027), as did stress 
from before treatment to after both treatments (p = .002). There was no significant main 
effect for group, nor was there a significant group by time interaction. Effect sizes on 
the PSS for both groups supports the significant main effect for time. Parents who 
received parent training first reported a medium reduction in their stress levels 
(ES = -0.65) from pretreatment to post-parent training , small improvement (ES= -0.45) 
from post-parent training to post-stress management training, and large (ES= -0.99) 
overall improvement (pretreatment to after both treatment components). The group that 
received stress management first reported a small decrease (ES = -0.32) in stress from 
pretreatment to post-stress management training, a small improvement (ES= -0.22) 
from post-stress management training to post-parent training, and medium (ES= -0.51) 
overall improvement. With respect to clinical interpretation , means for both groups 
were more than one standard deviation above the mean as compared to the combined 
male and female student norm samples published in the original manuscript (Cohen et 
al., 1983) at Time 1, and in the average range at Time 2 and Time 3. Overall, results 
show that all parents experienced some reduction in stress. 
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There was a significant main effect for group on the Child Domain subscale of 
the PSI (F2 22 = 4.656 , p = .042), with the group that received parent training first 
reporting more stress associated with their children than did the group that received 
stress management first. There was also a significant main effect for time, 
(F2,22 = 8.135, p = .002). Post-hoc pairwise compari sons indicate that parents reported a 
significant decrea se in stress associated with their children from pretreatment to after 
the fir st treatm ent component (p = .032 ), from after the first treatment to after the 
seco nd treatment component (p = .023), and from pretreatment to after the seco nd 
treatment co mponent (p = .003). Par ents in the group that received parent trainin g first 
reported modera te imp rove ments in child-related stress from pretr eatment to after 
parent training (ES = - .53), nonme aningful improv ement from pos t-parent trainin g to 
post-stress management, and mod erate improv ement from pretrea tment to after stress 
man age ment trainin g (ES= - .69). Par ents in the gro up that rece ived stress mana gement 
training first repo rted non meaningfu l improv ement from pretr ea tment to post-stress 
man age men t, large decrea ses in child-r elated stress from after stress man age ment 
trainin g to afte r parent tra inin g (ES = -.99) and from pretreatment to pos t-par ent trainin g 
(ES = -.95). T herefore, although the gro up by time interaction was not signifi cant, effect 
sizes show that parent trainin g contribut ed most to overall change. In the PSI manual , 
Abidin ( 1995) indicate s that sco res above the 90th percentile are co nsidered clini cally 
elevated. Compared to both the 4- and 5-year-old norm s in the PSI manual , mean s for 
the parent trainin g first gro up were above the 90th percentile at Time l , but below this at 
times 2 and 3. Compared to both the 4- and 5-year-old norms , mean s for the stress 
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management-first group were below the clinical cutoff of 90% at all time periods. 
Statistical analyses of the Parent Domain of the PSI revealed no significant main 
effects for group or time, nor a significant group by time interaction. Reports of parents 
in the group that received parent training first indicated there was nonrneaningful 
improvement in parent-related stress from pretreatment to post-parent training, a small 
(ES= -0.36) improvement from post-parent training to post-stress management training, 
and small improvement (ES= -0.44) from pretreatment to post-stress management 
training. Parents in the group that received stress management first reported 
nonmeaningful improvement in stress from pretreatment to post-stress management 
training and from post-stress management to post-parent training , and small 
improvements (ES = -0.20) from pretreatment to after both treatment components. 
Overall, very little change occurred in parent-related stress. A small change occurred in 
the group that received parent training first and that change is most attributed to the 
stress management component. As with the Child Domain scores, scores on the Parent 
Domain of the PSI are considered to be clinically significant if they are at or above the 
901h percentile . Compared to 4-year-old norms, means for the parent-training-first group 
were not clinically significant at any of the assessment periods. However, compared to 
5-year-old norms, means for the parent-training-first group were above the 95111 
percentile at Time 1, above the 95111 percentile at Time 2, and above the 90111 percentile 
at Time 3. Compared to 4-year-old norms, means for the stress-management-first group 
were below the 90111 percentile at all assessment times. However, compared to 5-year-
old norms, means for the stress-management-first group were above the 95th percentile 
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at Time 1, above the 70th percentile at Time 2, and above the 90th percentile at Time 3. 
Therefore, both groups remained in the clinical range across time in reference to 5-year-
old norms, and means remained below the clinical range in reference to 4-year-old 
norms. 
There were no significant main effects for group or time, nor were there any 
group by time interactions for the Parenting Efficacy or Parenting Satisfaction subscales 
of the PSOC. The group that received parent training first reported a small improvement 
(ES= 0.28) in Parenting Efficacy from pretreatment to post-parent training and a 
medium (ES= 0.57) improvement from post-parent training to post-stress management. 
Overall, they reported a medium improvement (ES= 0.79) in their parentin g eff icacy. 
The gro up that rece ived stress management first had a small improvement (ES= 0.43) 
in Parenting Efficacy from pretreatment to post- stress mana ge ment, a small 
improv ement (ES= 0.31) for post-stress mana gement to post-par ent trainin g, and a 
medium (ES= 0.67) improvement overall. Effect sizes on the Parenting Satisfaction 
subscale of the PSO C for the group that received par ent training first revealed a 
nonme aningful decrease in Parentin g Satisfaction from pretrea tment to post-parent 
trainin g, a med ium (ES= .67) impro vement in satisfac tion from post-parent trainin g to 
post-stress manage ment training, and a medium (ES= 0.67) overall impro vement (from 
pretr ea tment to post-stress management ). Parents in the group that received stress 
managem ent first reported a small decrea se (ES= -0.38) in Parenting Satisfaction from 
pretreatment to post-stress management , nonmeaningful decrea se in Parenting 
Satisfaction from post-stres s management to post-parent training , and medium decrease 
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(ES= -0.50) in Parenting Satisfaction from pretreatment to after both treatments. 
Overall, parents in both groups reported feeling somewhat more effective after the 
treatment program but only parents in the parent-training-first group felt more satisfied 
in their role as parents after treatment. As compared to the original norm sample 
(Johnston & Mash, 1989), parenting efficacy means in the parent-training-first group 
remained in the average range over time, whereas parenting efficacy means in the 
stress-management-first group were average at Time 1 and Time 2 and were above 
average (more than one standard deviation above the mean; indicating greater parenting 
efficacy) at Time 3. Parenting satisfaction means for the parent-training-first group were 
below average (indicating less satisfaction) for mother reporters but average for father 
reporters at Time 1, average for mother reporters with boys but below average for all 
others (mothers with girls, fathers with boys, and fathers with girls) at Time 2, and 
average at Time 3. Parenting satisfaction means for the stress-management-first group 
remained in the average range at all observation periods. 
Child Outcomes 
Six 2 X 3 repeated measures ANOV As were used to analyze parental report on 
the six child behavior outcome measures of ADHD , ODD, and CD subscales of the 
DBDRS and on the CBCL Total, Externali zing, and Internalizing scales . Independent 
variables were group membership (Parent Training first or Stress Management training 
first) and time of assessment (before treatment, after the first treatment component, or 
after the second treatment component). 
On the DBDRS subscales, there were no significant main effects for time or 
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group, and there were no significant group by time interactions. Examination of effect 
sizes and group means, however, provides additional information about changes with 
treatment. There was a medium effect size (ES= -.50) for the change in ADHD 
symptoms for the group that received parent training before stress management training 
from pretreatment to post-parent training, and a nonmeaningful increase in ADHD 
symptoms following stress management training. There was a small (ES= -.40) 
improvement in children's ADHD symptoms from pretreatment to post-stress 
management training . In the group that received stress management training first, 
however , parents reported a slight increase in ADHD symptoms from pretreatment to 
post-stress management training (ES= .28). A small improvement (ES = -.45) in ADHD 
behaviors from post-stress management to post-parent training was noted, and a small 
improv ement (ES = -.22) overall (from pretreatment to after both treatm ent 
components) in child ADHD symptoms was found . Therefore, parent training appears 
to have been the only contributor to improvements in child ADHD symptoms and stress 
management training may make ADHD symptoms worse, at least in the short tenn. 
Using norn1s (DuPaul et al., 1998), for children ages 5-7 (there are none for age 4), all 
means for both groups are within the average range and fall between the 251h to 75th 
percenti Jes for boys and the 501h to 7 5th percenti Jes for girls. 
Parents who received parent training first reported medium improvements 
(ES= -.66) in their children's ODD symptoms from pretreatment to post-parent 
training, whereas they reported small elevations (ES= .49) in their child's ODD 
behaviors from post-parent training to post-stress management and small improvement 
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overall (ES= -.37), from pretreatment to after both treatment packages. The group that 
received stress management training first reported a small increase (ES= .33), or a 
worsening, of their child's ODD behaviors from pretreatment to post-stress 
management. They reported moderate improvements (ES= -.56) in child ODD 
behaviors from post-stress management to post-parent training. These changes resulted 
in small improvements (ES= -.22) overall (from pretreatment to after both treatments). 
As with the ADHD subscale, reported improvement in ODD symptoms appears to be 
attributed solely to parent training, and stress management training may make ODD 
symptoms worse . There are no nom1s for the ODD scale based on mean scores. 
However, the mean for the parent-training-first group at Time 1 (m = 8.42) could be , 
interpreted as clinically significant if the score were obtained by rating 4 ODD 
symptoms as a 2 or higher. Means for the parent-training-first group at Time 2 and 
Time 3 appear to be within the average range, as do means for the stress-management-
first group at all observation times. 
Examination of effect sizes for the CD subscale of the DBDRS reveals that 
parents who received parent training first reported small decreases (ES= -.23) in 
behaviors associated with CD from pretreatment to post-parent training . Nonmeaningful 
effect sizes were found for this group's reported slight increase in their children's CD 
symptoms from post-parent training to post-stress management training and for the 
slight decrease in their children's CD symptoms overall, from pretreatment to post-
stress management training . Parents who received stress management first reported a 
small increase (ES = .21) in their children's CD behaviors from pretreatment to post-
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stress management, with nonmeaningful improvement from post-stress management to 
post-parent training and nonmeaningful increases in CD behaviors overall. Therefore, 
although only small improvements occurred in both groups, parent training was the only 
component associated with this improvement. However, very few CD behaviors (under 
2 on average) were reported overall. Therefore, significant decreases in symptoms 
would be difficult to find. Clinically, none of the group means are elevated . 
There were no significant main effects for group, nor was there a significant 
group by time interaction for the CBCL total raw score. There was a significant main 
effect for time on the CBCL total score (F2.18 = 3.686, p = .046). Post-hoc pairwise 
comparisons indicate that parental report of problematic child behaviors on this measure 
decrea sed in severity (p = .017) from pretreatment to after the completion of both 
treatm ents. Medium improvements in CBCL total scores (ES = -0 .61) were reported by 
parent s who received parent training first for the time period from pretreatment to post-
parent training. A nonmeaningful effect size was obtained for the small increase in, or 
worsening of, the CBCL total score from post-parent training to post-stres s management 
training. Parents who received parent training first also reported a small improvement 
(ES= -0.46) in scores on the CBCL total score from pretreatment to after both 
treatment s. Parents who received stress management training fir st reported a 
nonmeaningful increa se (worsening) from pretreatment to post- stres s management 
training , medium improvements (ES= -0.56) from post-stress management to post-
parent training, and small improvements (ES= -0.46) in problematic child behaviors 
from pretreatment to after the completion of both treatment packages. Again , only 
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parent training was associated with positive change in problematic child behavior, and 
stress management training may make problematic child behavior worse. Clinically, the 
parent-training-first group's mean at Time 1 was greater than 1 Yi standard deviations 
above the mean (Achenbach, 1991), whereas means at Time 2 and Time 3 were in the 
average range. Means for the stress-management-first group were in the average range 
at all observation times. 
There was a significant main effect for group on the Externalizing subscale of 
the CBCL (F2 18 = 4.383, p = .05), showing that the two groups differed significantly in 
their reports of their children's externalizing symptoms. The group that received parent 
training first reported more problem behaviors for their children than those parents in 
the stress-management-first group. There was no main effect for time and there was no 
significant group by time interaction for the CBCL Externali zing subscale. Effect sizes 
for change in chi Id behavior according to the report of parents who received parent 
training first were medium (ES = -0.59) for decreases in behavior from pretreatment to 
post-parent training, nonmeaningful for worsening of externali zing symptoms from 
post-parent training to post-stress management , and small (ES = -0.42) for pretreatment 
to after both treatm ent packages. Effect sizes for change in child behavior according to 
the report of parents who received stress management first were nonrneaningful for 
worsening of symptoms from pretreatment to post-stress management training, small 
(ES = -0.39) for improvements from post-stress management to post-parent training , 
and were small (ES = -0 .25) for improvement from pretreatment to post-parent training. 
As with the total score on the CBCL, improvements in externalizing scores occurred 
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only after parent training. Again, stress management training appears to have made 
externalizing symptoms slightly worse. Regarding clinical interpretation, means at Time 
1 for the parent-training-first group were more than 1 standard deviation above the 
mean compared to boy norms and more than 1 Yz standard deviation above the mean 
compared to girl norms (Achenbach, 1991) . The mean at Time 2 was in the average 
range, whereas for Time 3 this group's mean was in the average range for boys and 
more than 1 standard deviation above the mean for girls. Means for the stress-
management-first group remained in the average range at all observation times. 
There were no significant main effects for group or time on the Internalizing 
subscale of the CBCL , nor was there a significant group by time interaction . For the 
group that received parent training first, there was a medium (ES = -.53) improvement 
from pretreatm ent to post-parent training, nonmeaningful worsening of symptoms from 
post-parent training to post-stress management training, and small improvement 
(ES = -0.40) from pretreatment to post-stress management training. The group that 
received stress management first rep01ied small improvements in their children's 
Internali z ing behavior (ES = -0.20) from pretreatment to post-stress management 
training , no11meaningful improvement from post-stress management training to post-
parent training, and small improvement overall (ES = - 0.31) from pretreatment to after 
both treatment components. Overall, the group that received stress management first 
reported small improvements in child internalizing symptoms after each treatment 
component. However, the parent-training-first group reported more improvement, all of 
which occurred with the parent-training component. Clinically, the Time 1 mean for the 
85 
parent-training-first group was more than one standard deviation above the mean for 
both boys and girls (Achenbach, 1991). However, means at Time 2 and Time 3 were in 
the average range. Means for the stress-management-first group remained in the average 
range at all observation times. 
Teacher Data 
Repeated measures ANOV As were used to analyze the results from the 
measures completed by Head Start teachers. Teachers completed the Preschool and 
Kindergarten Behavior Scales (PKBS), which yields two subscales: Social Skills and 
Problem Behavior. High scores on the Social Skills subscale indicate better peer-related 
and adult-related social adjustment, and high scores on the Problem Behavior subscale 
indicate more severe problem behaviors in both the internali zing and externalizing 
realms. Head Sta11 teachers also completed the DBDRS--Teach er Form, which consists 
of ADHD and ODD subscales. High scores on both of these subscales indicate greater 
severity of problem behaviors . Group membership (Parent Training first, Stress 
Management first, and no treatment) and time (before treatment, after the first treatment 
component, after the second treatment component) were the independent variables and 
subscale total scores were the dependent variables. The no-treatment group was 
comprised of children whose parents signed up to participate in the parent training 
classes but never attended. Because treatment components lasted a different number of 
weeks (7 weeks for Parent Training and 4 weeks for Stress Management Training), the 
time of assessment for children in the no-treatment group was detennined according to 
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what group the parents originally signed up for. The second time of assessment (post-
treatment I) occurred after 4 weeks for approximately half of the children in the no-
treatment group and at approximately 7 weeks for the rest of the children. Mean s for the 
groups are shown in Tables 8 through 10. Figures 14 through 17 show graphic 
representations of group means at all three times of assessment. Effect sizes are shown 
in Table 11. 
Table 8 
Teacher Means and Standard Deviations for Children Whose Parents Completed 
Par ent Training (PT) Before Stress Management Training (SMT) Group 
Pretreatm ent 
Mea sure Mean 
PKBS" (Soc ial Skill s) 8 l.00 
PKBS (Behavior Problem s) 37.86 
DBDRS b (ADHD) 13.43 
DBDRS (ODD) 7.00 
' = Presc hoo l and Kind erga rten Behav ior Scale 








Mean SD Mea n SD 
82.86 14.38 88.57 11.46 
36 .43 20.54 24.86 14.31 
7.57 4.32 5.29 3.68 
3.57 3.3 1 2.86 2.80 
Teacher Means and Standard Deviations for Children Whose Parents Completed Stress 
Management Training (SMT) Before Parent Training (PT) Group 
Pretreatment 
Mea sure Mean SD 
PKBS" (Socia l Skill s) 84.60 14.59 
PKBS (Behavior Problem s) 3 I .40 27 .04 
DBDRSb (AD HD ) 6.6 13.1 1 
DBDRS (ODD) 3.20 6.10 
' = Preschool and Kind erga rten Behav ior Scale 




28.00 16.5 I 







3 .60 3.78 
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Table 10 




Time 1 Time 2 Time 3 
Meas ure Mean SD Mean SD Mean SD 
PKBS a (Soc ial Skills) 82.12 16.61 85.94 14.67 86.29 18.40 
PKBS (Behavior Problems) 34.24 30.74 30.47 29.39 30.42 32.0 1 
DBDRS b (ADHD ) 12.94 13.86 8.00 l0.8 9 8.42 10.89 
DBDRS (ODD ) 5.82 7 .75 3. 18 5.47 3.65 6.73 
= Presc hoo l and Kindergarten Beh avior Scale 
= Disrupti ve Behavior Disorders Rating Scale 
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Figure 15. Preschool and Kinder garten Behavior Scale (Beha vior Problem s). 
23 ,-------- --- -- - ------ - ----------- ---
11.5 
~093 
[ES=· 0.40 I 
0 
2 
r [_--+- PT 1st 13.43 7.57 5.29 ....... SMT I sl 6.6 6.2 J__ 5 
-.- NoTx 12.94 8 8.42 
Figure 16. Disrupti ve Behavior Disorders Ratin g Scale (ADHD Subscale). 
ES =· 0 36 I 
ES= - 1.34 
ES= · 0.13 






ES=-0 .16 I 
I PT 1st ES= - 0.23 I I No tx. ES = o oa I 







No tx. ES= - 0.30 
SMT 1st ES = 0.08 
ES= - 0.71 
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Table 11 
Ejj'ecr Sizes.for Teacher Data 
Measure 




PKBS (Behavior Problems) 
PT First 
SMT First 
No treatmen t 
DBDRSb (ADHD) 
PT First 



















"= Preschool and Kindergarten Behavior Scale 
b = Disruptive Behavior Disorders Rating Scale 















There were no significant main effects for time or group on the Social Skills 
subscale of the PKBS, nor was there a significant group by time interaction. 
Examination of effect sizes for children in the parent-training-first group shows 
nonrneaningful improvement in social skills from pretreatment to post-parent training , 
small impro vements (ES= 0.44) in social skills from post-Parent Training to post-Stress 
Management Training, and medium improvements (ES= .56) from pretreatment to 
post-Stress Manag ement Training. For the group of children whose parents receive d 
stress mana gement training first , teachers reported nonmeaningful improvement 
(ES= 0.19) in social skills from pretreatment to post-stress management , a small 
decline (ES= -0.28) in social skills from post-Stress Management Training to post-
Parent Training, and nonrneaningful decline from pretreatment to post-parent training 
(ES = -0.02) . Teachers of children whose parents signed up for classes but did not 
attend reported small improvements in social skills (ES = 0.24) from pretreatment 
(Time 1) to Time 2, nonmeaningful impro vement (ES = 0.02) from Time 2 to Time 3, 
and small overall improvement, from Time 1 to Time 3 (ES = 0.24). Overall, children 
whose parents received parent training first showed the most improv ement, and most of 
this improvem ent occurred after stress managem ent training. Clinically, all means for 
the three groups were in the average range compared to the norms presented in the 
PKBS manual (Merrell , 1994). 
Analysis of the Problem Behavior subscale revealed no significant main effects 
for group or time and no significant group by time interaction . Examination of effect 
sizes show that teachers of children whose parents received parent training first reported 
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nonmeaningful improvement in behavior from pretreatment to post-parent training, 
medium improvements (ES= -0.65) in children's behavior from post-parent training to 
post-stress management training and medium improvement (ES= -0.58) from 
pretreatment to post-stress management training . Teachers of children whose parents 
received stress management first reported nonmeaningful improvement in behavior 
problems from pretreatment to post-stress management and from post-stress 
management to post-parent training were nonmeaningful, and only small changes 
(ES= -0.20) from pretreatment to post-Parent Training. Teachers of children whose 
parents did not receive treatment reported decreases from the first observation period to 
the second, but the effect size for this change was nonmeaningful. Again , children in the 
parent-training-first group showed the most improvement, and the majority of the 
improvement occurred after stress management training. Clinically, all means for the 
three groups were in the average range according to the PK.BS nom1s (MeITell, 1994). 
Two 2 x 3 repeated measures ANOV As were used to analyze results from the 
ADHD and ODD subscales of the DBDRS. There was no significant main effect for 
group, nor was there significant group by time interaction on the ADHD subscale. 
There was a significant main effect for time (F2 25 = 3.425,p = 0.048) . Post-hoc pairwise 
comparisons indicate that behaviors associated with ADHD were significantly higher at 
pretreatment than at post-treatment 2 (p = .026) . Effect size analysis indicated that 
teachers of children whose parents received parent training first reported large 
improvements in ADHD behaviors (ES= -0.93) from pretreatment to post-parent 
training , medium improvement (ES = -0.57) from post-parent training to post-stress 
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management, with large overall improvement (ES= -1.34). Teachers of children whose 
parents received stress management training first reported nonrneaningful improvement 
in ADHD behaviors for all three time comparisons. Teachers of children whose parents 
did not receive treatment reported small improvement in ADHD behaviors (ES= -0.40) 
from Time 1 to Time 2, nonrneaningful worsening of children's ADHD symptoms from 
Time 2 to Time 3, and small improvement (ES = -0.36) in ADHD behavior from Time 1 
to Time 3. Again , children in the parent-training-first group showed the most 
improvement in ADHD symptoms, although this time the majority of the improvement 
occurred with parent training. Compared to normative data for children ages 5-7 
(DuPaul et al., 1998), all means were within the average range falling between the 25th 
and 75th percentiles. 
On the ODD subscale of the DBDRS, there were no significant main effects for 
group or time, nor significant group by time interaction. Examination of effect sizes 
indicates that teachers of children whose parents received parent training first reported 
medium improv ement s (ES= -0.57) in ODD behaviors from pretreatment to post-parent 
training, small improvement (ES= -0.23) from post-parent training to post -stress 
management trainin g, and medium overall improvement (ES= -.71). Teachers of 
children whose parents received stress management first reported nonmeaningful 
improvement of ODD behaviors from pretreatment to post -stress management, a small 
increase (ES= 0.34) in ODD behaviors in the children from post-stress management to 
post-parent training , and a nonmeaningful increase in ODD symptoms overall. Teachers 
of children whose parents did not receive treatment reported small decreases 
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(ES= -0.40) in ODD behaviors from Time 1 to Time 2, nonmeaningful increases in 
ODD behaviors from Time 2 to Time 3, and small decreases in ODD behavior from 
Time 1 to Time 3 (ES= -0.30). As with ADHD symptoms, children in the parent-
training-first group showed the most improvement in ODD symptoms, and the majority 
of the improvement occurred with parent training. Clinically, all means for the three 
groups were in the average range. 
Treatment Satisfaction 
In order to compare how acceptable each group (Parent Training first vs. Stress 
Management first) found their treatment, a one-way ANOV A was computed using the 
total score of the Therapy Attitude Inventory (TAI) as the dependent variable. See Table 
12 for means and standard deviations . By using the total score, the acceptability of the 
total treatment package rather than each separate component (parent training or stress 
management trainin g) was evaluated . Both groups rated treatment acceptability highly, 
with mean ratings ( out of a total possible of 75) of 63.17 (SD = 6.56) for the group that 
received parent training first and a mean of 62.44 (SD = 4.45) for the group that 
received stress management first. The difference in treatment satisfaction between 
groups was not statistically significant, and computation of effect size reveals no 
meaningful difference between the groups (see Table 13). The average item mean for all 
participants was 4.19 (SD = 0.38) on a scale of 1 through 5, indicating a high level of 
satisfaction. 
Table 12 
Means and Standard Deviations for Treatment Acceptability 
Group 
PT 1 before SMT 2 
SMT before PT 
Pref erred treatment first 
Nonpreferred treatment first 
= Par ent Training 
2 







Effect Sizes for Treatment Acceptability 
Group 
PT 1 First vs. SMT 2 First 
Preferred Tr ea tment First vs. 




,- p T . . ·------------
= are nt ra1nmg 
2 






The demographic que stionnaire that wa s filled out by all parent s included a 
que stion rega rding which treatment component (parent trainin g or stre ss mana gement 
training) parent s were mo st intere sted in. Of the 21 par ents who co mpleted the 
treat ment and all assessments, four left that que st ion bl ank. Of the nine who recei ved 
parent training first , four had indicated they were mo st intere ste d in parent trainin g. Of 
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the eight parents who received stress management training first , six indicated they were 
mo st intere sted in stres s management training. Therefore , 10 parent s received their most 
preferred treatment compo nent first and seve n did not. Anoth er one -way ANOV A was 
computed, with groups being those who receiv ed preferred treatment fir st and thos e 
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who did not, and effect size was also computed. It was found that although there was 
again no statistically significant difference in treatment satisfaction between groups, the 
effect size was consistent with the finding that parents who received their preferred 
treatment first were slightly more satisfied with the overall treatment package than 
parents who received their preferred treatment second (ES= .28). See Table 12 for 
group means. 
Session rating scales were also completed at the end of each session. Mean 
responses to the first 8 questions are summarized in Table 14. Mean parent responses 
for each item were favorable, with the lowest item mean being 3.0 and the highest being 
5 .0 on a scale of 1 to 5. The majority of individual item means were 4.0 and above, 
indicating most parents regarded each aspect favorably. 
Answers to the open-ended questions were also generally positive and refl ected 
knowledge of specific session content and an appreciation for the information. For the 
que st ion , "What did you learn in today 's class that was useful? " there were no negative 
answers or answers of "no thing " during stress management. Examples of answers 
during stress management included, "that stress can affect physical health," 'Tm not so 
different, my reactions are similar to those of others," "to visualize so you can relax, " 
"how to relax, " "I am not going to die over stressful situation s," "how to effectively use 
cognitive interventions ," "new sleep technique s" and "c hanging pattern s of thinking ." 
All answers (53 out of 53) were specific (similar to the examples given), and were quite 
varied due to the different topics covered in each sess ion. During parent training , only 
two of 53 answers were "nothing" and one was "not much." The vast majority (50 of 
Table 14 
Mean Responses for Session Ratin g Scale Items on Scale of I to 5 
ST! ST2 STJ ST4 PTI 
---
!tern Ill SD m SD Ill SD rn SD rn 
I. The leader encouraged group 4.5 .88 4.8 .56 4.9 .30 .50 0 5.0 
paiti cipation 
2. I act ively partic ipated in today's 4.1 .95 4.4 .7 1 4.4 .67 5.0 0 5.0 
sess ion 
3. I paid care ful attention to 4.2 1.2 4.7 .59 -..7 .47 5.0 0 5.0 
information presente d today 
4. The information presented today 4.2 1.2 4.7 .47 4.6 .51 4.8 .41 5.0 
was helpful 
5. Last week's in-class practi ce 4.2 .98 4.1 .73 4.6 .70 5.0 0 5.0 
was worthwhi le 
6 I tried last week's ski lls outside 3.7 1.4 3.9 I. I 4.0 1.4 4.5 .58 5.0 
of cla ss 
7. My child respond ed well to last 3.5 1.4 3.7 1.0 4.2 .75 5.0 0 3.0 
week's assig nment(s) 
8. Last week's homework 3.8 1.2 3.6 .51 4.4 .70 4.5 .58 4.0 
ass ignmen t(s) was/were helpful 
ST= Stress Management Trainin g 
PT= Parent Training 
Scale: I = not at all: 5 = very much 
PT2 PTJ PT4 
SD m SD rn SD m SD 
na 4.8 .43 4.7 .62 4.5 1.2 
na 3.8 1.3 4.5 .52 3.8 1.7 
na 4.4 .51 4.5 .64 4.0 .63 
na 4.6 .5 1 4.5 .74 4.0 1.3 
na 4.3 1.3 4.6 .51 4.2 .84 
na 3.9 1.5 4.4 .93 4 .5 .84 
na 3.7 I.I 4.4 .65 4.4 .89 
na 4.0 .94 4.5 .78 4.0 1.0 
PT5 PT6 
m SD m 
5.0 0 4.4 
5.0 0 4.4 
4.6 .55 4.4 
4.6 .89 4.6 
4.75 .50 4.8 
4.5 .58 4.4 
4.75 .50 4.4 























53) were specific, such as "how to communicate in a positive way," "how to deal with 
kids without yelling," "how to play with my child," proper ways of time out," "reward 
techniques," and "how to keep my kids from inten-upting ." 
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For the question, "What could have been improved in today's class?" 28 of 46 
responses from stress management sessions were "nothing," "not a thing," or the like. 
The remainder of the responses consisted of three general positive comments (e.g., 
"Perfect class! I loved the info, " "I enjoyed it") and 16 specific suggestions. Examples 
of specific suggestions include "a little more guided discussion," "more rela xing 
environment" and "a few more examples of [Ellis'] ABC," and "i ncrease meditation 
practice." Thirty of 53 answers to the question about improvement during parent 
training were "not hin g" or "NA" or the like. The remainder consisted of 6 genera l 
positive comments (e.g., "everyt hing was fine," I thought it was really good") and 17 
specific suggest ions (e.g., " information on older children," "mo re examp les of spec ific 
scenarios," and "role play with child in class"). 
For the question , "Do you think you can use what you learned today at home? 
Why or why not?" three of 46 responses were "NA" and 43 of 46 responses during 
stress management training either included "yes" or another affirmative answer (e .g., 
"of course, " "abso lutely ") to the first part of the quest ion. Parents who answered the 
seco nd part of the question gave var ious detailed answers . Examples include , "I have 
tons of stress and need to cope," "it gives another avenue of relief," " it might help with 
overa ll attitude,'' "my thoughts need to be changed," and "I need to manage time 
better." Of the 52 respon ses during parent training 49 were "yes" to the first part of the 
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question, with one parent stating, "Maybe" and 2 stating "I already use what we learned 
today." Answers to the latter part of the question were varied and detailed (e.g., "I 
definitely need to praise my children more," "because I know it will work," and "we 
have a lot of behaviors that can probably be turned around"). 
For the question, "What else would have been helpful to cover in today's class?" 
39 of 48 answers during stress management training were "nothing," "not a thing," "I 
don't know," "not sure," or "NA." There was one general positive comment ("the topics 
were covered well"). The eight remaining comments consisted of specific suggestions 
such as "have a sheet that covers the exercises step by step," "more life examples," and 
"where you can buy [relaxation] tapes." Twenty-seven of 43 answers during parent 
training were "nothing" or "NA." The remaining 16 consisted of specific suggestions , 
examples of which include "list of comments to use for praising children," "I think if 
we spread out more we wouldn't have been so nervous [during the Child's Game]," 
"what to do with teenagers," "playing with different toys," "more handouts," and "more 
movie presentations, more different play scenes ." 
Results of the program rating scale for the stress management program are 
summarized in Tables 15 and 16. The majority of parents found all topics helpful, with 
percentages ranging from 77% (Cognitive Interventions) to 94% (Assertiveness 
Training and Time Management). 
Attendance questionnaires were also completed in order to gather more 
information about what factors contributed to attendance problems. Unfortunately, all 
questionnaires returned to the experimenter were completed by parents who had missed 
Table 15 
Mean Responses for Overall Evaluation of Stress 
Management Trainin g on Scale of 1 to 5 
Item 
I. Th e information presented was helpful 
2. The hom ewo rk ass ignm ents were helpful 
Sca le: 1 = not at all; 5 = very much 
Table 16 
Percentage of Parents Indicating Stress 
Manag ement Topics Were Usefu l 
Top ic Percent 
Compo nents of st ress 88 
Relaxa tion trainin g 93 
Cog niti ve inte rvention s 77 
Assertiveness training 94 
Time mana ge ment 94 







at leas t one class but finished the entire trea tment program. No parents who dropped 
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out returned the questionnaire. The ques tionnaire consis ted of a list of potential facto rs, 
with blank s for parent s to fill in other s not listed , and another column of blank space s 
for parents to g ive sugges tion s for what the ex perim enter could have don e to impro ve 
their attendance. Factors checked included lack of childcare , too man y commitments 
(not related to cla ss), une xpected events, illne ss, day of cla ss, and too man y clas ses. 
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Presumably, lack of childcare was marked because the parent had difficulty obtaining a 
babysitter (even though Head Start provided the funds with which to pay the sitter) . The 
only suggestion given for what could have been changed was to change the day on 




Preschool children exhibit a variety of problematic "acting out" behaviors that 
can be associated with parent stress. Although a great deal ofliterature documents the 
effectiveness of parent training in reducing problematic child behavior ( e.g., Eisenstadt 
et al., 1993), less is known about what effect such treatment has on parents' emotional 
state. Some parents have reported lower stress levels after completing parent-training 
programs (e.g., Eyberg et al., 2001). However, research in this area is limited and it is 
not clear if parent training alone lowers stress or if other factors contribute to this 
finding. Because stress management programs are widely documented as having robust 
positive effects on adult stress ( e.g., Antoni et al., 2000; Fausel, 1995), it was thought 
that combining adult stress management with parent training might enhance the 
standard parent-training package . 
The purpose of this study was to investigate whether adding stress management 
training to parent training positively affects parental stress levels, problematic child 
behaviors , and parenting efficacy. In this study, parents of preschool-age children 
receive d seven sessions of parent training and four sessions of stress management 
trainin g. Approximately half of the parents received parent trainin g first and stress 
management second, whereas the other half received stress management first and parent 
training second. Because all parents in the study received both behavioral parent 
training and stress management training, a secondary purpose was to determine if there 
are any differences in outcome based on the order the treatments were received . 
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In this study, both stress management training and parent training improved 
parent stress levels. This may be because both groups were receiving treatment for 
significant stressors in their lives (child-related stress from child behavior problems was 
being treated with parent training and parent-related stressors, such as work or marital 
difficultie s, were being treated with stress management). Because stress and factors 
closely tied to stress (e.g., low socioeconomic status, negativity , depression, low 
education leve l, low marital satisfaction, and low social support) are related to poor 
outcome in parent training (Graziano & Diament , 1992; Webster-Stratton, l 985b; 
Webster-Stratton & Hammond , 1990) , it had been hypothesi zed that givin g parents 
spec ific stress- reduction skill s prior to tackling child behavior problem s may enhance 
the stress reduction that comes with more effectively managing problematic child 
behavior. However , parent trainin g resulted in greater stress reduction than did stress 
managemen t trainin g, thus co ntradictin g the hypoth esis that SMT would contribute 
more to stress reduction than PT. 
The order of treatment did not consiste ntly affec t degree of overaII stress 
reduction, as the PT fir st gro up improved more on two stress mea sures (in one case 
improved only slightly more) , and the SMT first gro up improved more on the third 
stress mea sure. In fact, previous studie s have found both reduction s in parent stress after 
parent training (e .g., Anastopoulus et al., l 993; Schuhmann et al., 1998 ) and reduction 
in adults' stress after stress management training (e.g., Antoni et al., 2000) . Therefore , it 
is not all that surpri sing that equal decrea ses in stress occurred by learning better stress 
management techniques and learning better child management techniques. 
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Although parent training appears to have contributed more to parent -reported 
reduction in stress, parents were better off after receiving both PT and SMT. Stress 
continued to decrease slightly, over time throughout both treatments, leading to the 
observation that parents were somewhat better off after receiving both treatments than 
they would have been if they had received only one of the treatments. Therefore, it 
appears that in the area of stress, parents of preschoolers, a population widely 
acknowledged as experiencing a great deal of stress, may benefit more from receiving 
both parent training and stress management training rather than one or the other. 
However , we do not know if simply receiving more treatment (e.g. , 11 weeks of parent 
training) would yield similar cumulative improvements. 
One explanation for this almost universal cumulative improvement over time is 
that parent s feel better about themselves when taking measures to improve problematic 
areas in their lives . In these times of managed care and preference for brief therapy , one 
wonders what extending thi s program beyond 1 l sessions would do. Improv ement s 
would have to stop at so me point, but it would be intere sting to find out at what time 
more treatment does not result in more improvement. Another explanation for the 
improvement in parent constructs, such as stress, may be that parents felt a great deal of 
general support in the group setting. Along this vein, parent s may have felt less isolated 
after treatment and their experiences and feelings may have become more normalized 
through hearing of other parents' experiences and frustrations. 
Parents in both groups reported equal improvements in parenting efficacy. Equal 
credit can be given to each treatment component in the group that received stress 
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management first, while in the group that received parent training first, more of the 
effect was attributed to stress management. On the Parenting Satisfaction subscale of 
the PSOC, there were no statistically significant differences between groups. However, 
the parents who received stress management first reported an overall decrease in 
parenting satisfaction, with the most contributory component being stress management. 
The group that received parent training first reported an overall increase in parenting 
satisfaction, with stress management contributing overwhelmingly to the improvement. 
It is interesting to note that both group means for parenting competence were in the 
average range before treatment, which is intuitively backwards given the fact that they 
were voluntarily seeking help for parenting and stress . However, there is some literature 
to suggest that parents of young children with behavior problems do not necessarily 
have decreased efficacy due to a limited history of unsuccessful behavior modification 
(Mash & Johnston , 1990). 
It appears that SMT contributed much more to the change, both positive and 
negative, in parenting satisfaction for both groups. It is unclear as to why parenting 
satisfaction improved for one group but slightly declined over the course of treatment 
for the other. One possibility is that the order of treatment contributed to these 
differences. Perhaps, for those parents in the stress-management-first group , drawing 
attention to their stress before giving them tools to manage their children's behavior 
contributed to the decline in parenting satisfaction . However, because scores for parents 
in the stress-management-first group rema ined in the average range, perhaps the 
decrease has no meaningful impact. 
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There were no consistent differences between groups in the degree of overall 
improvement in problematic child behavior. Parent training contributed almost 
exclusively to improvement in child behavior, which is presumably the case because 
parents learned effective child management skills during parent training and did not 
during stress management training. The finding that parent training contributed more to 
improved child behavior should not be a surprise given the robust effects of parent 
training alone on child behavior found in the literature over the years (e.g., 
Anastopoulus et al., 1993; Dubey & Kaufman, 1978; Hood & Eyberg , 2003; Pisterman 
et al., 1989). A surprising finding is that child behavior consistently became more 
problematic during SMT , contrary to the hypothesis that SMT might enhance the 
positive effects of PT. With only one exception, all measures of child behavior as 
completed by parents were worse for both groups after finishing stress management 
training . However, most of these changes were very small (small to nonmeaningful 
effect sizes) and thus may not be reliable findings . 
This worsening of behavior may be a result of parents being less consistent in 
their parenting when focusing on their own stress reduction , or perhaps focusing on 
stress made parents focus even more on areas in their life that cause stress (i.e., 
problematic child behavior). These results have implications for treatment in that some 
worsening of child behavior should be expected when focusing on parent issues and 
thus therapist and parent expectations should be adjusted accordingly. If expectations 
for child functioning is not lowered somewhat, frustration can occur in both therapist 
and parent, thus jeopardizing the therapeutic relationship and possibly even treatment 
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outcomes. In fact, results from this study indicate that perhaps it is wiser to use parent 
training alone to reduce parental stress, as the increase in severity of problematic child 
behavior during stress management training may outweigh the benefit to parental stress 
levels. Results may also support the presence of an order effect in that in most cases , 
there was greater overall improvement in the groups that received PT before SMT. 
When different, effect sizes are still in the same category (e .g., small), but the pattern is 
consistent enough to be worthy of consideration. This suggests that if one is going to 
provide both parent training and stress management for parents, overall outcome in 
child behavior may be slightly better if parent training is done first. Unfortunately , 
because no other studies were found that combined stress management with parent 
training (or add a separate treatment component which addresses other parent factors , 
such as stress), one do es not have the benefit of previous literature to help interpret 
these findings. 
Teacher data did not consistently support the results from parent ratings. In fact , 
childr en in the no treatment group did not differ significantly from those in the 
treatment gro ups. Children in all groups, eve n those whose parent s did not receiv e 
treatment , impro ved in almo st all areas assessed. One exp lanation for these finding s is 
that the general trend toward improved social skills had more to do with instruction and 
experience within the Head Start classroom than with improved parenting and stress 
mana gement skills learned by the children 's parents. In fact , treatment gains in one 
sett ing (e.g., home) are often not found to generalize to other settings (e.g., school; 
Forehand et al. , 1979) . An additional explanation is that improvements are often seen 
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with general passage of time. Regression toward the mean is a common phenomenon 
wherein extreme scores (high or low) tend to become closer to the mean upon repeated 
measurement (Gravetter & Wallnau, 1992) . 
Both treatment groups reported high satisfaction with the treatment program. 
When parents were grouped by whether they received their preferred treatment first or 
second, it was found that parents who received their preferred treatment first were 
slightly more satisfied with the overall treatment package. This finding suggests that, 
when providing multiple treatment components, clinicians should consider individuals' 
preferences , if possible, when designing treatment packages. However, given the fact 
that parent s were still highly satisfied with treatment regardless of their preference , this 
. . . is a mmor issue. 
Parents were also highly satisfied with specific aspects of treatment sessions 
throughout the 11 weeks of treatment (e.g., found the information helpful , used skill s 
learned at hom e, etc. ). Their answers to open-ended que stion s were specific , 
informati ve and generally pos itive, echoing their positive ratings on Likert-scale items 
and indicatin g that they paid attention in class and were providing valid information. On 
the program rating scale for stress management training, parent s generally found all 
topics helpful , with relaxation training , assertiveness training, and time management 
receiving the most endorsements and components of stress, cognitive interventions, and 
improving sleep receiving less endor sements. While one could interpret the discrepancy 
in reported use fulnes s as a need to remove certain components of the intervention , it is 
this researcher's opi nion that all co mpon ents should remain because all topics were 
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considered useful to at least three fourths of the parents. 
Related to treatment satisfaction was the issue of attendance and parent report of 
factors, which contributed to missing classes. Parents who missed at least one class 
indicated on a checklist which factors contributed to their absence(s) . Items checked 
included: lack of childcare (presumably due to difficulty in finding a babysitter, because 
Head Start reimbursed parents for child care), too many commitments (not related to 
class) , unexpected events , illness, day of class , and too many classes . While some 
factors cannot be helped by the researcher (e.g., illness) , others can be catered to under 
better circumstances . For instance, more time and resources could facilitate the ability 
to offer on-site childcare (so parents do not have to find their own child care provider) 
and offering more classes across more days of the week . Also, reducing the number of 
sessions (e.g., by condensing the introductory infonnation in both PT and SMT and 
beginning interventions in the first session) may be possible without compromising the 
benefits of treatment. 
Limitations 
Because the parents were volunteers , certain complications arise because their 
voluntary participation may be related to what was measured (Rosnow & Rosenthal , 
1976). For example, volunteers tended to be better educated, more intelligent, more 
sociable, more unconventional than nonvolunteers, and higher in need for social 
approval (although the latter was not supported by results from the Marlowe-Crowne 
Social Desirability Scale). In addition, women were more likely to volunteer than were 
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men, and volunteers, especially if female, tended to be younger than nonvolunteers. As 
seen in clinical settings and other settings in general, women and mothers tended to 
seek help and be involved in parenting-related activities more so than men and fathers. 
One can only speculate what effect the volunteer nature of this study's subjects might 
have on these results. If they were more educated than the other parents in the 
population, they may have made more progress with their newly learned skills than the 
other parents would have. They also may have known more about parenting skills and 
stress management skills in the first place and thus their children may have been better 
behaved and they may have been experiencing less stress than other parents may have. 
Another limitation is that parents were not randomly assigned to treatment 
groups. Although they were not told in advance what the treatment order would be for 
each group, parents signed up for one night or the other based on personal preference , 
whether they had prior commitments on the other night , and where the group was held 
(some groups were held in different towns). This may have led to differences in the 
parents , which contributed , to differences in outcome measures , rather than the 
treatment itself. Although the only demographic variable that was significantly different 
between groups was the number of fathers participating (all fathers who completed 
treatment were in the parent-training-first group), there may hav e been something else 
unmeasured and thus unknown about parents who ended up in a particular treatment 
group that influenced outcomes. For instance, parents in a particular group may have 
had more in common or lived closer to one another and thus had more contact outside 
of group instructional time . In fact, two women in one group told the examiner that they 
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began going out for coffee together after each session in order to prolong the break from 
their families that the sessions provided. Such additional benefits from being in one 
group over another may contribute to group differences. 
The fact that all fathers who completed treatment were in the parent-training-
first group is also an important limitation. It is unknown what effect this may have had 
on overall outcomes, but one would be more comfortable making group comparisons if 
the groups were equal on major demographic variables. Also, most outcome studies on 
parent training are done with mothers and therefore the effect fathers may have on 
outcomes is largely unknown . 
The treatment design was another important limitation. Because the two 
treatment components (parent training and stress management training) lasted different 
amounts of time, the time of assessment after the first treatment component was 
different for the two groups by tlu·ee weeks. There may have been differences in 
outcome measures merely due to the amount of time parents had been receiving 
treatment. After all, results indicate that parents (although not children) appear to 
improve more after greater passage of time . 
The lack of direct observation of child behavior is another factor that limited this 
study. All outcome measures were subjective reports by parents and teachers , and thus 
prone to bias and distortion. Due to the lack of corroborating evidence, it is unknown if 
parents' reports of child behavior were accurate. One possible bias already mentioned 
was in the case of child outcomes after stress management training. Both groups 
reported worse child behavior after the stress management component, and one wonders 
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if this was due to parents focusing on stress and thus being hypersensitiv e to the areas in 
their life which cause stress ( e.g., problematic child behavior). Hypersensitivity could 
mean being more accurate than at other times of assessment, or it could mean 
overestimating the severity of the factors in question (e.g., problematic child behavior). 
Having direct observation of child behaviors would help to clarify that issue. 
The small number of subjects lowers the statistical power and generalizability of 
findings, and thus limits the conclusions that can be drawn from them. Because dropout 
is expected in treatment studies and eleven weeks is a long time commitment for 
parents, significant efforts were made to recruit large numbers of parents. However , 
each time a class was offered not enough parents signed up to allow for dropouts. This 
problem occurred both in the late winter /early Spring (March) and in the Fall 
(September). One can only speculate as to whether better numbers could have been 
attained by starting the classes at different times of the year. However, it is the 
researcher's opinion that convincing a program like Head Start to make such classes 
part of a standard parent education package (rather than one more voluntary 
opportunity) would greatly improve attendance in research projects which contribute to 
the literature in areas considered to be of importance to that organization. 
Finally, the fact that parents in the stress-management-first group consistently 
reported fewer problems for themselves and their children than those parents in the 
parent-training-first group makes it difficult to truly compare change and/or 
improvement. This is particularly the case given that the stress-management-first group 
was in the nonnal range at the beginning of treatment (and therefore had little room for 
improvement) and remained in that range throughout treatment. It may be that this 
group would have changed more if they had been more distressed initially or had 
children with more severe behavior problems. 
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In order to clarify and expand on the findings in this study, it is hoped that 
similar studies are conducted in the future . Future researchers would do well to recruit 
larger numbers of parents to improve the statistica l power of the analyses and 
generalizability of the findings. With larger numbers of subjects, one might be able to 
disperse fathers evenly between groups and possibly even compare father outcomes to 
mother outcomes. This would be very valuable in clarifying the unkn own effect fathers 
had in this study, not to mention the fact that more sing le fathers are raising their 
children than before and are possibly a growing consumer group for parent training. 
Using a better research design would also be valuable, perhap s using random 
assignment to groups and adding a wait list control. Adding direct observation, although 
time consuming, wou ld also add a great deal to thi s type of study. Finally, making small 
alteration s based on parent feedback would be useful for future studi es. Specifically, 
having a more comfortable setting for relaxation, more handout s, and giving more 
examp les and showing more videotape scenarios during parent training appear to be 
popular suggestions. 
Persuading a large agency like Head Start to make such a treatment package 
mandatory as part of their standard parent education would help in recruiting larger 
numbers of parents. Head Start requires parents to atte nd a certain number of 
educational meetings covering such topics as nutrition , child safety, and child 
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development. Making child behavior management one of the available classes in a large 
number of Head Start agencies would benefit research, and making child behavior 
management classes mandatory, even in only a few Head Starts, would greatly benefit 
research in this area. Having more parents enroll in child behavior management classes 
would necessitate the need to offer more classes throughout the week, thus providing 
parents with more class options that would interfere less with other commitments. 
However, with more participants and more classes, one needs the resources to support 
such an endeavor. One would need monetary support through larger research grants, as 
well as the use of multiple group facilitators to disperse the time commitment. 
Final Summary 
Despite the limitations, valuable information was gained . Parent training 
improves problematic behavior in preschool children and stress management improve s 
stress in parents. While stress management was not shown to enhance the benefits from 
parent training (improve child behavior even more), in most cases parent s were better 
off after receiving both treatments than they were after receiving only one treatment 
component (both parent training first and stress management first). However, when 
undergoing a treatment more focused on parent factors (such as stress) , this study 
suggests one can expect some worsening of child behavior during that time. It has been 
suggested that a lowering of expectations for child behavior may aid in treatment for 
parent factors, but in some cases (such as when child behavior is particularly 
problematic or dangerous in the absence of diligent treatment) parent-focused treatment 
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may have to be abandoned, at least temporarily, until such a time when child behavior 
management practices can realistically be relaxed. Parents in both groups also reported 
equally high satisfaction with treatment, and both felt much more effective as parents 
after both treatments (and more so after both treatments than after just one treatment). 
However, parents who received their preferred treatment first were slightly more 
satisfied with the overall treatment package than were parents who received their 
preferred treatment second . Finally, teachers reported general improvement in children 
whose parents received treatment and those whose parents did not receive treatment, 
leading one to question whether teacher-reported improvements were related to the 
treatment provided in this study, or to experience with the Head Start curriculum or 
simply to the passage of time . 
Overall, it appears that parents of young children can benefit from parent 
training and from stress management training (although more so with the former than 
the latter) . Moreover , clinicians should be sensitive to the presence of multiple problems 
and screen parents for high levels of stress (and possibly other potential problems , such 
as depression or marital discord) when parents present to clinics for child behavior 
problems. Doing so may lead to better global outcomes and higher satisfaction with 
treatment , in that more areas of difficulty can be improved and thus parents feel as if 
they received better treatment. Finally, results from treatment preference and treatment 
satisfaction data point to the benefits of placing more value on parent-reported need 
when developing treatment plans , when clinicians may instead tend to prioritize 
treatment goals according to their own needs assessment, preferences, or biases. 
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Perceived Stress Scale 
Source df SS MS F p 
Within-subjects 
Time 2 417 .238 208.619 7.898 .00 l ** 
Time* Group 2 18.381 9.19 .348 .70 
Erro r 38 1003.778 26.415 
Between-subjects group .762 .762 .005 .944 
**p::; .01 
Table A-2 
Parenting Stress Index: Child Domain 
Source df SS MS F p 
Within-subject s 
Time 2 11096.994 5548.497 8.3 18 .001 * 
Time* Group 2 1522.487 761.243 1.141 .328 
Error 46 30682.393 667.009 
Between-subjects group 5323.39 5323.39 4.656 .042* 
** p:::; .05 
Table A-3 
Parenting Stress Index: Parent Domain 
Source df SS MS F p 
Within -subjects 
Time 2 874.74 1 437.37 2.944 .065 
Time* Group 2 287.693 143.847 .968 389 
Error 38 5645 037 148.554 
Between-subjects gro up 5.4 18 5.418 .003 .958 
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Table A-4 
Parenting Sense of Competence: Parenting Efficacy 
Source df SS MS F p 
Within-subjects 
Time 2 144.156 72.078 3.865 .03 
Time* Group 2 6.022 3.011 .161 .852 
Error 36 671.444 18.65 1 
Between-subjects gro up 146.944 146.9444 4.109 .058 
Table A-5 
Parenting Sense of Competence: Parenting Satisfaction 
Sour ce elf SS MS F p 
Within-subjects 
Time 2 38.406 19.203 1.405 .258 
Tim e* Group 2 100.872 50.436 3.69 .035 
Error 36 492 028 13.667 
Bet ween -subj ects group 5.878 5.878 .089 .769 
Table A-6 
Disruptive Behavior Disorders Rating Scale: ADHD Subsca le 
Source df SS MS F p 
Within-subjects 
Tim e 2 59.844 29.922 l.272 .292 
Time* Group 2 92.098 46.049 1.958 .155 
Error 38 893.87 23.523 
Between-subjects gro up 5.4 18 5.418 .046 .832 
136 
Table A-7 
Disruptive Behavior Disorders Rating Scale: ODD Subscale 
Source df SS MS F p 
Within-subjects 
Time 2 18.868 9.434 1.317 .28 
Time* Group 2 48.709 24.354 3.401 .044 
Error 38 272 .148 7.162 
Between-subjects group 97.144 97.144 2.879 .106 
Table A-8 
Disruptive Behavior Disorders Rating Scale: CD Subscale 
Source df SS MS F p 
Within-subjects 
Time 2 .103 5.159E-02 .089 .915 
Time* Group 2 l .056 .523 .909 .411 
Error 38 22.056 .580 
Between-subjects group 17.19 17. 19 3.27 .086 
Table A-9 
Achenbach Child Behavior Checklist: Total Scale 
Source elf SS MS F p 
Within-subjects 
Time 2 846.103 423.052 3.043 .059* 
Time* Group 2 496.579 248.29 1.786 .181 
Error 38 5282.944 139.025 
Between-subjects group 2708.679 2708.679 3.593 .073 
* p:::: .05 
Table A-10 
Achenbach Child Behavior Checklist: Externalizing Scale 
Source df SS MS 
Within-subjects 
Time 2 83.27 41.635 
Time* Group 2 75.27 37.635 
Error 38 601.556 15.83 
Between-subjects group 192.063 192.063 
* p ~ .05 
Table A-11 
Achenbach Child Behavior Checklist: Internali zing Scale 
Source 
Within -subj ec ts 
Time 
Time * Group 
Error 
Between-subjects gro up 
Tahle A-12 
Therapy Attitud e Inventory 
Source 
Between groups 









































Preschool and Kindergarten Behavior Scale: Social Skills 
Source df SS MS F p 
Within-subjects 
Time 2 197.328 98.664 2.072 .135 
Time* Group 6 199.357 33.226 .698 .653 
Error 60 2857.741 47.629 
Between-subjects group 3 18.242 6.081 .032 .992 
Table A-14 
Preschool and Kindergarten Behavior Scale: Behavior Problems 
Source df SS MS F p 
Within-subjects 
Time 2 743. 759 371.88 4.887 .011 
Time* Group 6 394.763 65.794 .865 .526 
Error 60 4565.433 76.091 
Between-subjects group 3 224.09 1 74 .697 .106 .956 
Tab le A-15 
Disruptive Behavior Disorders Rating Scale: ADHD 
Source df SS MS F p 
Within-subjects 
Time 2 273.043 136.52 1 3.881 .026* 
Time* Group 6 1001.6 86 16.948 .482 .819 
Error 60 2110.412 35. 174 
Between-subjects group 3 106.513 35.504 .374 .773 
* p:::: .05 
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Table A-16 
Disruptive Behavior Disorders Rating Scale: ODD 
Source df SS MS F p 
Within- subjects 
Time 2 59.007 29.503 2.672 .077 
Time* Group 6 40.678 6.78 .614 .7 18 
Error 60 662 .596 11.043 
Between-subject s group 3 7.697 2.566 .086 .967 
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APPENDIX B 
Informed Consent to Treatment 
UtnhStnte 
UNIVERSITY 
DEPARTMENT OF PSYC HO LOGY 
2810 Old Ma,n H il l 
Logan, U184322-28 10 
Telephone: (435) 797-1460 
FAX: (4351797- 1448 
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Page 1 of 3 
Date: ____ _ _ _ 
Informed Consent 
Treatment for Improving Parenting Skills and Reducing Parental Stress 
Introduction 
Th eresa Gund erso n, a gra duate student at Utah State Uni ve rsity , and Gr etchen Gimp el, a facult y 
member in Psyc hology, are condu cting thi s resea rch stud y to inv es tiga te the effec tiven ess of 
pare nt tra inin g (both with and with out stress manage ment tra inin g) on parentin g skill s, parental 
stress leve ls, problemat ic child behaviors, and parentin g efficacy. You have bee n asked to take 
part beca use yo u are a parent of a Head Start child _ App rox imate ly 20 other parents will also 
take par t . 
Procedure s 
Yo u will be as ked to com plete fo ur weeks of stress manage ment tra inin g and seve n weeks of 
parent trainin g. So me parents will rece ive stress manage ment fir st and so me w ill rece ive parent 
tra inin g fir st. Stress manage ment tra inin g will invo lve teac hin g such sk ill s as re laxa tion 
trai ning, cogn itive int erve ntions, and behav ioral int erve ntions. Pare nt tra inin g will invo lve 
teac hin g such ski lls as pos itive re inforce ment, tim e out tec hniqu es, and the use of token 
eco nomies. Gro ups w ill be held once per wee k and will las t appro xim ate ly 1.5 hours eac h. 
T hroughout trea tment, all pa rents will rece ive a phone once a wee k from the resea rcher or an 
ass ista nt. T he pu rpose of the phone ca lls is to assess yo ur progress and to remind yo u to use the 
ski lls taught thus far. 
You and yo ur child 's teac hers will co mpl ete severa l assessme nts . Teac hers will fill out the 
Di srupt ive Behav ior Di sord ers Rat ing Sca le - Teac her Fo rm , the Presc hoo l and Kind erga rten 
Behav ior Sca les (PK BS), and the Penn Interac tive Pee r Pl ay Sca le (PIPP S) _ You will fill out the 
Di srupt ive Be hav ior Di so rders Rating Sca le - Parent For m, the Child Behavior Check li st 
(C BCL), the Parent ing Stress Ind ex (PSI ), the Perce ived Str ess Sca le (PSS), the Parentin g Se nse 
of Com petency Sca le (PSOC), and the Perso nal React ion In ventory. Th ese sc ales will be 
co mpl eted prior to trea tment and after the first of the two trea tment co mponents (stress 
ma nage ment or parent trainin g) and then aga in afte r a ll of the tra inin g is co mpl ete . A trea tment 
acce ptabilit y qu es tionn aire will a lso be added to the fi nal se t of assess ments. Obse rvations of 
yo ur chil d in the c lassroo m se ttin g will also be done. 
New Finding s 
You will be to ld of any signifi ca nt new findin gs deve loped durin g the co urse of thi s study_ 
Utah State 
UNIVERSITY 
DEPARTMENT OF PSYCHOLOGY 
2810 Old Ma;n H;II 
Logan, UT 84322-2810 
Telephone : (4 35) 797-146 0 
FAX: (4351797 -1448 
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Date: _____ _ 
Informed Consent 
Treatment for Improving Parenting Skills and Reducing Parental Stress 
Risks 
There are no known risks assoc iated with participating in this study. 
Benefits 
Direct benefit s to yo u include free parent training and st ress management training. In additio n, 
the informati on obtained from thi s study may aid clini cians in their future work with parents. 
Explanation & offer to answer question s 
Ther esa Gunderson has ex plain ed this stud y to you and answered your qu es tion s. If you have 
other que stion s or researc h-re lated probl ems, you may reac h Professor Gimpel at 797-0721. 
Voluntary nature of participation and right to withdraw without consequence 
Partic ipat ion in resea rch is entir e ly vo lunt ary. You may refu se to particip ate or withdraw at any 
tim e without co nseq uence. 
Confidentiality 
Information about you and yo ur child wil l be kept confident ial and wi ll be ava ilab le only to 
peo ple directl y invo lved in the project. Meas ures comp leted by yo u and your chi ld 's teachers 
will be kept in a locked file cabi net. A code number will be ass igned to eac h parent , and that 
number w ill be use d to keep track of all data. Name s wi ll not be associated with result s and will 
remain in the so le possess ion of the researche rs. Puhlic prese ntation s of the result s of thi s stud y 
wi ll in no way identify yo ur child. 
IRB Approval Statement 
The Institutional Rev iew Board (!RB) for the pro tec tion of human subj ects at Utah Stat e 
Univer sity has rev iewe d and approve d thi s resea rch project. 
Utah State 
UNIVERSITY 
DEPARTMENT OF PSYCHOLOGY 
28 10 Old Main Hill 
Logan. UT 84322 -2810 
Telephone: 1435) 797-14&0 
FAX: (435 ) 797-1448 
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Date: ______ _ 
Informed Consent 
Treatment for Improving Parenting Skills and Reducing Parental Stress 
Copy of Consent 
You have been given two copies of this Inform ed Consent. Please sign both copies and retain 
one copy for your files. 
Investigator Statement 
"I ce rtif y that the research study has been exp lained to the above indi vid ual, by me or my 
research staff, and that the individual understands the nature and purpose, the possible risks and 
benefits associated with taking part in this research study. Any questions that have been raised, 
have been answered ." 
Signature of PI & student or CoPI 
Gretchen A. Gimpel 
Principal Investigator 
(435) 797 -072 1 
Signature of Subject 
You agree to participate . 
Subject's signat ure 
There sa Gunderson 
Student Researcher 








Name: ____________________ Parent's Gender (circle): Male Female 
Parent's ethnicity (circle one): 
Latino/a Black/ 
Afric an 





Relationship to Head Start Child (circle one): 
Nati ve 
Am erica n 
Mother father other (spec ify): 
Marital Status (circle one): 
Oth er (spec ify): __ ___ _ _ 
Never married married divorced/separated widowed 
Number of people living in household: ___ Net (take home) monthly income (approx .): ____ _ 
Highest level of education (circle one): 
didn ' t complete 
high schoo l 
high sc hoo l d iploma so me co llege/ 
voca tional ed . 
comp leted co llege co mpl eted grad uate/ 
post -gra d. ed. 
I-lave you participated in any parent ing c lasses or rece ived counse ling for parent ing issues (circle one)? 
Yes No If Yes, please describe: 
Which aspect of the upcoming parenting class did you find most appealing? (circle one) 
Stress Management Parent Training 
Child lnformation 
Child's Name: Age: __ _ Birth Date (MM/DD/YY) ______ _ 
Child's Gender (circle one): Male Female 
I-lead Start Class (i.e., Logan A, Sunrise , etc.): ___________ Class time (circle): am I pm 
Child 's ethnicity (circle one): 
Lat ino/a Black/ 
African 
Amer ica n 
Whit e/ 
Caucas ian 
Asia n/Pac i fie 
Is lander 
Native 
Amer ica n 
Other (spec ify): _____ _ 
Has your child been diagnosed with any psychological or behav iora l disorders (circle)? 
Yes No ff Yes, please spec ify: 
What do you see as the most problematic behaviors in your Head Start child? _________ _ 
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Perceived Stress Scale 
The questions in thi s sca le ask yo u about yo ur feelings and thought s during the las t month . In each case , you will be asked to indicate how 
of1e11 yo u felt or thought a certain way. Although so me of the qu es tion s are similar , ther e are differ ences betwee n them and you should treat 
each one as a se parat e qu es tion. The best approach is to answe r each question fairly quickly. That is, don't try to co unt up the number o f 
tim es you felt a particular way, but rath er indi ca te the alternative that seems like a rea so nable es timate . 
I ) In the las t month , how often have yo u been upset beca use of so methin g that hap pened unexpec ted ly? 
Never Almost Never Sometimes Fair ly Often Very Often 
2) In the las t month , how often have you felt that you were unab le to con trol the importa nt thing s in yo ur li fe" 
Never Almost Never Sometimes Fairly Often Very Often 
3) In the last month, how of te n have you felt nervous and "s tressed"? 
Neve r Almost Never Sometimes Fairly Often Very Often 
4) In the last month, how often ha ve you dealt successfu lly wit h initating life hass les? 
Never Almost Never Sometime s Fairly Ofte n Ve ry Ofte n 
5) In the last month , how often have you felt that you were effective ly cop ing with im portant changes that were occurr ing in your life? 
Never Almost Never Somet imes Fa irly Often Very Of ten 
6) In the last month , how often have yo u felt confide111 abou t your ab ility 10 handle yo ur personal prob le ms? 
Never Almos t Never Sometimes Fairly Often Very Often 
7) In the last month. how often have yo u felt that thi ngs were go ing yo ur way? 
Neve 1 Almost Never Somet imes Fair ly Often Very Often 
8) In the last month, how often ha ve you found that you co uld not cope wi th a ll the thin gs that yo u had to do? 
Never Almost Neve r Sometimes f'airl y Of ten Very Often 
9) ln the lasl month, how often have you bren able to control init ations in your life? 
Never Almost Never Sometimes Fair ly Often Ve ry Often 
10) In the last month. how ofte n ha ve you felt that you were on top of thin gs? 
Never Almost Never Sometimes f'airly Of ten Very Often 
11) In the last month, how often have yo u bee n angered beca use of thin gs tha t happen ed that we re ou ts ide your con trol " 
Never Almost Never Somet imes Fairly Often Very Often 
12) In the last mon th, how often ha ve yo u found yourse lf thinkin g about things that you ha ve to accomplish" 
Never Almost Never Sometimes Fairly Ofte n Very Often 
13) In the las t month. how often ha ve yo u been ab le to co ntrol the way you spend you r tim e? 
Never A lmost Never Sometimes Fairly Often Very Often 
14) In the last month. ho w ofte n ha ve yo u fe lt difficul ties were piling up so high that you co uld not a,·erco me them" 
Never Almos t Neve r Sometimes Fairl y Of ten Very Often 
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DISRUPTIVE BEHAVIOR DISORDERS RATING SCALE-PARENT FORM (FORM 4) 
Child 's name _____________ _ Age ____ Date ______ _ 
Form completed by: _ __ _ ___ _ _ ______ __ ___ ___ ___ _ 
Relationship to child: (Circle one) 
Mother Father Stepparent Other : _______ (explain) 
Instructions: Circle the number that best describes your child's behavior at home over the past 
6 months. 
Never or Very 
rarely Sometimes Oft en Often 
1. Fails to give close attention to details or makes 
careless mistakes in school 0 2 3 
2. Has difficulty sustaining attention in tasks or 
play activities 0 2 3 
3 . Does not seem to listen when spoke to directly 0 2 3 
4. Does not follow through on instructions and 
fails to finish work 0 2 3 
5. Has difficulty organizing tasks and activities 0 2 3 
6. Avoids tasks (e.g., schoolwork , homework) that 
require mental effort 0 2 3 
7. Loses things necessary for tasks or activities 0 2 3 
8 . Is eas ily dist.racted 0 2 3 
9. Is forgetful in daily activities 0 2 3 
10. Fidgets with hands or feet or squirms in seat 0 2 3 
11 . Leaves seat in classroom or in other situations 
in which remaining seated is expected 0 2 3 
12. Runs about or climbs excessively in situations 
in which it is inappropriate 0 2 3 
13. Has difficu lty laying or engag ing in leisure 
activities quietly 0 2 3 
14. Is "on the go" or acts as if "driven by a motor " 0 2 3 
15. Talks excessively 0 2 3 
16. Blurts out answers before questions have been 
completed 0 2 3 
17. Has difficu lty awaiting turn 0 2 3 
( cont.) 
From Defiant Children. Copyright 1997 by the Guilford Press. Permission to photocopy this form is granted to 
purchasers of Defiant Children for personal use only (see copyright page for details). 
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Form 4 (p. 2 of 2) 
Never or Very 
rarely Sometimes Often Often 
18. Interrupts or introduces on others 0 2 3 
19. Loses temper 0 2 3 
20. Argues with adults 0 2 3 
21. Actively defies or refuses to comply with adults' 
requests or rules 0 2 3 
22 . Deliberately annoys people 0 2 3 
23. Blames others for his/her mistakes or 
misbehavior 0 2 3 
24. Is touchy or easily annoyed by others 0 2 3 
25. Is angry and resentful 0 2 3 
26. Is spiteful or vindictive 0 2 3 
Instructions: Please indicate whether your child has done any of these activities in the past 12 
months. 
1. Often bullied, threatened, or intimidated others No Yes 
2. Often initiated physical fights No Yes 
3. Used a weapon that can cause serious physical harm to others 
(e.g., a bat , brick, broken bottle , knife , or gun) No Yes 
4. Has been physically cruel to people No Yes 
5. Has been physically cruel to animals No Yes 
6. Has stolen while confronting a victim (e.g. , mugging , purse snatching , 
extortion , armed robbery) No Yes 
7. Has forced someone into sexual activity No Yes 
8. Has deliberately engaged in fire setting with the intention of causing 
serious damage No Yes 
9. Has deliberately destroyed others ' property ( other than by fire setting) No Yes 
10. Has broken into someone else's house , building , or car No Yes 
11 . Often lies to obtain goods or favors or to avoid obligations 
(i.e., "cons" others) No Yes 
12. Has stolen items of nontrivial value without confronting a victim 
(e.g. , shoplifting , but without breaking and entering; forgery) No Yes 
13. Often stays out at night despite parental prohibitions 
If so, at what age did this begin? No Yes 
14. Has run away from home overnight at least twice while living in 
parent's home , foster care, or group home . 
If so , how many times? No Yes 
15. Is often truant from school 
If so , at what age did he/she begin doing this? No Yes 
Rater __________ ____ _ Child's Name----------------
Relationship lo child _____________ Date _______ Child's Age ____ _ 
PSOC 







1. The problems of taking care of a child are easy to solve once you know how your actions affect 
your child, an understanding I have acquired. 
SA A MA MD D SD 
2. Even though being a parent could be rewarding, I am frustrated now while my child is at his/her 
present age. 
SA A MA MD D SD 
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3. I go to bed the same way I wake up in the morning - feeling I have not accomplished a whole lot. 
SA A MA MD D SD 
4. I do not know what it is, but sometimes when I'm supposed to be in control, J feel more like the one 
being manipulated. 
SA A MA MD D SD 
5. My parents were better prepared to be good parents than I am. 
SA A MA MD D SD 
6. I would make a fine mode l for new parents to follow in order to learn what they would need to 
know in order to be good parents. 
SA A MA MD D SD 
7. Being a parent is manageable and any problems are easi ly so lved. 
SA A MA MD D SD 
8. A uifficull problem in being a parent is not knowing whether you ' re doing a good job or a bad one. 
SA A MA MD D SD 
9. Sometimes T fee l like I'm not getting anything done. 
SA A MA MD D SD 
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I 0. I meet my ow n personal expectations for expertise in caring for my child. 
SA A MA MD D SD 
11. If anyone can find the answer to what is troubling my child, I am the one. 
SA A MA MD D SD 
12. My talents and interests are in other areas, not being a parent. 
SA A MA MD D SD 
13. Cons idering how long I've been a parent , I feel thoroug hly familiar with this role . 
SA A MA MD D SD 
14. If bein g a parent of a chi ld were only more interes ting, I wo uld be motivated to do a better job as a 
parent. 
SA A MA MD D SD 
IS . I hone stly believe I have all th e skills necessa ry to be a good parent to my child. 
SA A MA MD D SD 
16. Being a parent mak es me ten se and anxious. 
SA A MA MD D SD 
Personal Reaction Inventory 
Listed below are a number of statements concerning personal attitude s and traits. Read each item and 
decide whether the statement is true or false as it pertains to you personally. 
Circle One 
T F 1. Before voting I thoroughly investigate the qualification s of all the candidates. 
T F 2. I never hesitate to go out of my way to help someone in trouble. 
T F 3. It is sometimes hard for me to go on with my work if I am not encouraged. 
T F 4 . I have never intensely disliked anyone. 
T F S. On occasion I have had doubts about my ability to succee d in life. 
T F 6. I sometimes feel resentful when I don't get my way. 
T F 7 . I am always careful about my manner of dress. 
T F 8. My table manners at home are as good as when I eat out in a restaurant. 
T F 9. If I could get into a movie without paying and be sure I was not seen, I would 
probably do it. 
T F 10. On a fev,1 occas ions, I have given up doing something because l thought too 
little of my ability. 
T F ll I like to goss ip at times. 
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T F 12. There have been times when l felt like rebelling aga inst people in authority even 
though I knew they were right. 
T F 13. No matter who I' m talking to, I 'm always a good listener. 
T F 14. I can remember "playing sick" to get out of something. 
T F IS. There have been occas ions when I took adva ntage of someone. 
T F 16. I'm always willing to admit it when I make a mistake. 
T F l 7. 1 always try to practice what I preach. 
T F 18. I don 't find it particularly difficult lo get along with loud mouthed, obnoxious 
peop le. 
T F 19. I sometimes try to get even rather than forgive and forget. 
T F 20. When I don ' t know something I don' t at all mind admittin g it. 
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T F 21. I am always courteous, even to people who are disagreeable. 
T F 22. At times I have really insisted 011 having things my own way. 
T F 23. There have been occasions when I felt like smashing things. 
T F 24. I would never think of letting someone else be punished for my wrongdoings. 
T F 25. I never resent hein g asked to return a favor. 
T F 26. I have never been irked when people expressed ide as very different from my 
own. 
T F 27. I never make a long trip without checking the safety of my car . 
T F 28. There have been times when I was quite jealous of the good fortune of others. 
T F 29. I have almost never fe lt the urge to tell someo ne off. 
T F 30. I am so metimes irritated by people who ask favors of me. 
T F 31. I have nev er felt that I was puni shed without ca use. 
T F 32. l somet imes think when people have a misfortune they only got what they 
deserved . 
T F 33. l have never deliberately said some thin g that hurt someo ne's fee lings . 
Rater _______________ _ Child's Name _________________ _ 
Relationship to child _______________ Date ________ Child' s Age _____ _ 
PARENT SURVEY 
( Please circle the response for each starement which best expr esses how you honestly feel.) 
I. Regarding techniques for disciplining , I feel I have learned. 
nothi ng very littl e a few new 
techniqu es 
several usefu I 
technique s 
2. Regarding techniques for teaching my child new skills, I feel I have learned 




3. Regarding the relation ship betwee n myself and my child, I feel we get along 




the same as before somew hat better 
than befor e 





the same somewhat more 
confident 
very many useful 
technique s 
very many useful 
techniqu es 




S. The major behavior problems my child presented at home before the program started arc now 
considerably 
wo rse 
somewhat worse the same somewhat impro ved 
6. J fee l that my child 's compliance to my commands or requests is at this time 
considerably 
wo rse 
somewhat wo rse the same somewhat impr oved 
7. Regarding the progress my child has made in his/her genera l behavior, I am 
very 
di ssati sfied 
somewhat 
di ssatisfi ed 
neutral somew hat sati sfi ed 
great ly improved 
greatl y imp roved 
greatly sati sfied 
8. To what degree has the parenting portion of the treatment program helped with other general 




hind ered sli ghtl y neith er helped nor 
hind ered 
helped somewhat he! ped very much 
9. I fee l the type of program that was used to help me improve the behaviors of my child was 
very poor poor adequate good very good 
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10. Rega rdin g tec hniqu es of rela xat ion and stress reduction, I feel I have learned 
nothin g very littl e a few new 
technique s 
severa l use ful 
techniqu es 
11. Regard ing my co nfidence in my ability to reliev e my stress , I feel 
much less 
co nfid ent 
somewhat less 
co nfid ent 
the same somewhat more 
co nfid ent 
12. Co mpar ed to before the pro gra m started , my stress leve l is currently 
very many useful 
technique s 
much mor e 
confident 
co nsidera bly 
worse 
so mew hat wo rse the same somew hat imp roved grea tly improved 
13. To what deg ree has the stress managem ent portion of the trea tment pro gra m helped with other 
genera l perso nal or family probl ems? 
hind ered 
mu ch more 
th an helped 
hind ered sligh tly neith er helped nor 
hind ered 
helped so mewhat helped very much 
14. 1 fee l the type of progra m that was used to help me impro ve my stress leve l was 
ve ry poor poo r adeq uate good 
15. My genera l fee ling abo ut the pro gram I participat ed in is 
I dis liked it 
very much 
I d is liked it 
so mew hat 
l fee l neutr al 
16. What part o f the program was most helpful to you? 
17. What part of the progra m was leas t helpful lo you? 
l liked it so mewhat 
18. How co uld the pro gra m have been impro ved to help yo u more? 
very goo d 
I liked it very 
much 
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DISRUPTIVE BEHAVIOR DISORDERS RA TING SCALE - SCHOOL VERSION 
(Original Version - For Intake Only) 
Ch ild 's Name ____________ _ Age __ Grade __ _ Sex 
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Name of Rater _ _ __________ _ Date Comp leted ___________ _ 
Circle the number that best describes this student's school behavior over the past 6 months (or since the 
beginning of the school year). 
Never or Sometimes Often Very 
Rarely Often 
I. Fails to give close attention to details or makes care less 0 2 3 
mistake s in school work. 
2. Fidget s with hand s or feet or squirm s in seat. 0 2 3 
3. Has difficulty sustaining attention in tasks or play activities. 0 2 3 
4. Leaves seat in classroo m or in other situations in which 0 2 3 
remainin g seated in expected. 
5. Does not seem to listen w hen spoken to directly. 0 2 3 
6. Run s abo ut or climbs excessively in situations in which it is 0 2 3 
inappropri ate. 
7. Does not follow through on instructions and fails to finish 0 2 3 
work. 
8. Has difficulty playing or engag ing in leisure activities quietly. 0 2 3 
9. Has difficulty organizing tasks and activities. 0 2 3 
10. ls "on the go" or acts as if"d riven by a motor." 0 2 3 
11. Avoids tasks (e.g ., schoolwork, homework) that require 0 2 3 
sustained mental effort. 
12. Talk s excess ively. 0 2 3 
13. Loses things necessary for tasks or activities. 0 2 3 
14. Blurts out answers before questions have been completed. 0 2 3 
15. ls easi ly distracted. 0 2 3 
16. I-las difficult y awaitin g turn. 0 2 3 
17. ls forgetful in daily activities. 0 2 3 
18. Interrupt s or intrud es on other s. 0 2 3 
19. Loses temper. 0 2 3 
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20. Argues with adults. 0 2 3 
21. Actively defies or refuses to comp ly with adu lts' requ ests or 0 2 3 
ru les. 
22. Deliberately annoys peop le. 0 2 3 
23. Blames others for his/her mistakes or misbe havior. 0 2 3 
24. Is touchy or easily annoyed by other s. 0 2 3 
25 . ls angry and resentful. 0 2 3 
26. Is spiteful or vind ictive. 0 2 3 
Please indicate whether the student has done any of these activities in the past 12 months 
I. Often bullied , threatened , or intimidat ed by o thers No Yes Don ' t Know 
2. Oft en initiat ed ph ys ica l fight s . No Yes Don ' t Know 
3. Used a weapon that ca n ca use seriou s physica l harm to othe rs No Yes Don ' t Know 
(e .g ., a bat, bri ck, brok en bottl e, knif e, o r gun). 
4. Ha s bee n ph ys icall y cruel to peo ple. No Yes Don't Know 
5. Ha s bee n physica lly crue l to animals. No Yes Do n't Know 
6. Has sto len whi le co nfronting a vic tim (e .g., mug ging, pur se snatchin g, No Yes Don't Know 
ex tortion , or armed robbery). 
7. Has forced so meo ne int o sex ua l acti vity. No Ye s Don' t Know 
8. Ha s de libe rate ly engage d in fire setting w ith the intentio n of ca using No Yes Don ' t Know 
se rio us dam age. 
9. Has delib erate ly des tro yed other s' prop erty (other than by fire se ttin g). No Yes Don' t Kn ow 
JO. Ha s brok en into so meo ne e lse's house, buildin g, or care. No Yes Don ' t Know 
I I. Oft en lies to obta in goods or favo rs or to avo id ob liga tio ns (i.e., co ns No Yes Don't Know 
ot hers). 
12. Ha s sto len items of no ntri vial value without co nfrontin g a vic tim No Yes Don't Know 
(e .g., shoplifting , but with out breaking and entering ; forgery). 
J 3. Often stays out at night des pite par ental prohibition s No Yes Don ' t Know 
If so, at what age did thi s begin ? -- ~ 
14. Ha s run away from home overnight at least twice while living in par ent 's No Yes Don ' t Know 
home. foster care , o r gro up home . If so, how man y times? 
IS. Is often tru ant from schoo l If No Ye s Don ' t Know 
so, at what age did he/s he beg in do ing thi s? 
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Session Rating Scale 
Today's Date ________ _ 
For each item , indicate how much you agree with the statement (1 = not at all, S = very much , 
or "NA " if the statement is not applicable for this week). 
1) The leader encouraged group participation. 
2) I actively participated in today's session. 
3) I paid careful attention to information presented today. 
4) The information presented today was helpful. 
5) Last week's in-class practice was worthwhile. 
6) I tried last week's skills outside of class. 
7) My child responded well to last week's assignment(s) . 
8) La st week's homework assignment(s) was/were helpful. 
What did you learn in today's class that was useful? 
Wh at cou ld have been improv ed in today's class? 




1-----2----- 3-----4-----5----N A 
1-----2-----3-----4----- 5----N A 
1-----2----- 3-----4----- 5----N A 
1-----2-----3-----4-----5-- --N A 
Do you think you can use what you learn ed today at home? Why or why not? 
What e lse wou ld have been helpful to cover in toda y's class? 
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Program Rating Scale 
Today's Date ________ _ 
For each item, indicate how much you agree with the statement (1 = not at all, 5 = very much). 
These item s pertain to all 4 stress management classes as a whole. 
1) The information presented was helpful. 1-------2------- 3-------4-------5 
2) The homework assignments were helpful. 1------- 2------- 3-------4-------5 
What did you learn that was useful ? 
What could have been improved? 
Do you think you can use what you learned at home? 
What other topics wou ld yo u have liked covered? 
fndicate topics you found helpful wit h a ( +) and topics you found unhelpful with a (-). 
Components of stress Assertiveness Training 
Relaxation Training Time Management 
Cognitive Int ervent ions Impro ving Your Sleep 
159 
Dropout Questionnaire 
Please answer the following questions to help me improve dropout rates the next time I offer my 
parent training/stress management classes. 
Please check all factors that contributed to your need to drop out of the classes. At the bottom 
add any that are not listed for you . If possible , plea se give me sugges tion s for what I could have 
don e differentl y to keep you in the group. 
Factor: 
lack of child care 
day of class 
time of cla ss 
too many cla sses 
not enoug h ince ntives 
What Theresa or Head Start could have done differently : 
(e.g. , prizes, gift certificates) 
lack of motivation 
inform ation not useful 
class wasn' t what I expec ted 
too much class- related wo rk 
too many commitm ents 
(not related to class) 
unexpecte d eve nts 
illne ss 
transpo rtat ion problems 






Prizes for assessments brought filled out 
General information for first class: 
• importance of participation, homework, attendance 
Definition of stress 
(Give handout) 
Components of stress: mnemonic device 
Three phase model 
HOMEWORK 
First Meeting 
Fill in own examples using STRESS mnemonic (@ least 1) 
Child behavior logs 
Allow time at end for filling out assessments, parent discussion re: child 




attendance sheet, child care reimbursement & mileag e reimbur sement 
attend ance prizes 
Co llect and discuss last week' s homework (STRESS mnemonic & Bx. 
Logs) 
Overview of Relaxa tion Tra inin g (Relaxation Training Handout) 
Prac tice Relaxa tion 





Practice brea thing first (continue throughout) 
PMR 
Imagery 
Stress leve l (0- 10) 
Discuss log istics of Relaxa tion (i.e., settin g - alone or not?, time, etc.) 
HOMEWORK 
Practice the full relaxation exercise at least once during the week 
Child behavior logs 
General 
SMTWEEK3 
attendance sheet, child care reimbursement & mileage reimbursement 
attendance prizes 
Collect and discuss last week's homework (Bx. Logs & relaxation 
practice) 
Overview of Cognitive Interventions (Week 3 Handout) 
• Ellis' ABC 's 
• Categories of irrational beliefs ; checklist of cognitive distortions 
• Examples of irrational beliefs (have them come up with some as 
well) 
• examples of how to make them different beliefs (replacement 
thoughts) 
• Stress inoculation 
Provide Handout: 10 Ways to Untwist Your Thinking 
HOMEWORK 
Monitoring homework 





attendance sheet, child care reimbursement & mileage reimbursement 
attendance prizes 
Collect and discuss last week's homework (Bx. Logs & monitoring 
homework) 
Provide Handout: Assertiveness and Time Management 
Assertiveness Training 
• Traditional Assumptions 
• Definitions - stress that assertiveness is not aggression 
Time Management 
• Stress balance 
Improving Your Sleep (Provide Handout) 
Other 
• Aerobic Exerc ise 
• Healthy Life tyle (no smokin g, proper diet, moderate alco hol and 
caff iene) 
HOMEWORK (if going on to PT) 
If Last Class 
Finish Time Management schedules 
Child behavior logs 
Hand out post- Assessments and arrange way to get them back 
• Will draw for prize when all handed in 
Prize for perfect /bes t attendance 





PT WEEK 1 
Prizes for assessments brought filled out 
General information for first class: 
• Preston's child care idea 
• importance of participation, homework, attendance 
attendance sheet, child care reimbursement & mileage reimbursement 
attendance prizes 
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Introduction to behavior tem1s (handout: Terminology and Guidelines) 
• highlight: - what we think of as reinforcement and punishment 
don't necessarily work for every child-each is unique 
- interaction between parent and chi ld behavior 
- examples of appropriate and inappropriate behaviors, 
parental reactions, and reinforcement (stress attention!) 
and punishment 
Using positive reinforcement to increase appropriate beha vio r 
• behavior game 
• illu strate on board 
- briefly disc uss extinction 
- mention that reinforcement will be the main focus at first 
- punishment and reinforcement best if immediate! 
HOMEWORK 
First Meeting 
Increa se positives for good behavior 
Child behavior logs 
Allow time at end for filling out assessments, parent discussion re: chi Id 




attendance sheet, child care reimbursement & mileage reimbursement 
attendance prizes 
Collect and discuss last week's homework 
• Child behavior log s 
• Increa se po sitives for good beha vior 
Introduce Child's Gam e 
• Positives can change child's beha vior 
• tie in homework of increa sing po sitive s for goo d beha vior 
• Ignor ing annoying behaviors to make them dec rease 
• Increasing positives now will make discipline strat eg ies more effect ive, and 
discipline may not have to be used as often 
Handout provided ( Paying Attention to Your Chi ld's Good Play Behavior) 
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• Rationale: ove r learn posi tive reinforcement sk ills, increase child 's self-es teem 
• Thi s is not permissive parentin g-key is to learn to give attn . to positive bx. 
• Go over handout and dos and don' ts and exa mpl es of these 
• Rationale for "don'ts": completely foc us on child and foc us on attend ing to their 
positive behavior s-eve n questions can take foc us away from child 
• Will feel unnatur al at first 
Handout provided (Top 10 Questions about the Child's Game) 
Video clips of Child 's Game show n- have parent s pick out goo d and bad aspects 
Child 's Game practic ed by parent s 
• mjngle and give feedback 
• ha ve eac h perso n com ment on partn er's performance 
HOMEWORK 
Child behavior logs 




attendance sheet, child care reimbur sement & mileage reimbursement 
attendance prizes 
Collect and discuss last week's homework 
• Child behavior log s 
• Incr ease positive s for goo d behavior 
Mode l Child's Gam e 
• talk about frequency (25 descr ip ./reflec.-5/ minut e; 15 prai se - 3 minut e) 
Parents practice Child 's Game aga in for l minute eac h (wit h "criteria" in mind) 
Handout: Rewards Childr en Like (socia l, act ivity, material) 
Managing behavior with positive rei nfor cemen t 
• are yo u mak ing good behavior worthwhile and bad beha vior unworthwhil e? 
Video clips (discuss ion questions from video leader 's guid e) 
30:25 Ignoring repor t ca rd (sce ne #1; good bx. unworth y.) 
33 :0 1 Coolcies at groce ry store (scene #3; bad bx. worth.) 
33:42 Clean ing the s ink (scene #4; good bx. wo rthwhil e) 
35:56 Get me milk' (sce ne #7; bad bx. wor thwhil e) 
Manag ing behavior with differential/selective attent ion 
• Replacement behavior for problem behavior 
• add & subtract: add a lot of attention for positive (replaceme nt) behavior and 
subtract atte ntion for misbehavior 
• be co nsiste nt! 
HOMEWORK 
Child behavior logs 






attendance sheet, child care reimbursement & mileage re imbursement 
attendance pri zes 
Collect and discuss last week's homework 
• Child behavior logs 
• Child' s Game-ask about frequency of desc rip ./reflec ./prai se 
Probl ems with spankin g/hitting - list pro s and con s 
Ignor ing Negative Behavior (Hando ut) 
Setting Limit s 
• Childr en wi ll test parents' rul es. If these rul es have bee n incon sistent (have n't 
bee n enfor ced or have been enforc ed inco nsiste ntly), the child 's protes ts and 
noncomp liance wi 11 esca late. 
Giv ing Effect ive Commands ( Handout) 
• Rat ional e: - make command s as clea r as poss ible for increase d co mpli ance 
- childr en can clea rly tell th at they are ex pecte d to obey 
• Provide exa mple s and have parents pro vide so me 
Vid eo clips on com mands (parent s point out good and bad aspec ts of comma nds) 
• USU video 
• SOS video: 25:32 Jumpin g on bed (Bad command ) 
26:05 Jumpin g on bed (Good co nunand ) 
HOMEWORK 
Child behavior logs 
Child's Game 




attendance sheet, child care reimbursement & mileage reimbursement 
attendance prizes 
Collect and discuss last week 's homework 
• Child behavior log s 
• Child's Game 
• Attending to how commands are stated (tie in to next activity) 
Review how to give effective commands 
• Have parents come up with the rule and discuss 
• Have each parent give me a command (give feedback) 
Effectively Using Time Out (Handout) 
• Discuss spanking as a short-term "quick fix" with long -term disadvantage s 
• Disc uss their past use of Time Out 
• Go over handout 
·- Di sc uss rationale for waiting 10 sec . 
View video clip of Time Out 
• Review the different steps 
• Discuss ignoring child jumping on chair 
• Point out g iving command again after time out and reinfor ci ng co mplianc e 
Pai r up on role play usi ng time out (give feedback) 
Disc uss time out for breaking rule s (no warning pro vided) 
Di sc uss technicalities of using at home (i.e., location , other people/kids around) 
• Tell parents to explain new T.O. to child before they sta rt to use it at hom e 
Wh en break rule or don ' t follow direction s, will need to go to time out and 
stay there unlil quiet and parent says he/ she can leav e 
show child where they will be sitting 
model/practice sitting in chair appropriately 
HOMEWORK 






attendance sheet, child care reimbursement & mileage reimbursement 
attendance prizes 
PT 
Collect and discuss last week's homework 
• Child behavior logs 
• Child's Game 
• Time Out 
Discuss handout: Using Privileges to Manage Behavior (privilege wksht on back) 
• Rationale: may need more motivation, when T.O. no feasible, portable 
• Discuss ideas for everyday, special, and automatic privileges 
Discuss fun ways to use privileges (handout: Dot-to-Dot & Grab Bag) 
• dot-to-dot and grab bag reward systems 
• token economies/sticker charts 
• mystery motivator (Spinner: "Uta h 's Bes t Proj ect 1993" 1-801-538 -757 1) 
• "beat the clock" 
* Drawing for toys (if available) 
HOMEWORK 
Child beha11ior logs 




attendance sheet, child care reimbursement & mileage reimbursement 
attendance prizes 
PT 
Collect and discuss last week's homework 
• Child behavior logs 
• Privilege Worksheet 
• Ask how Time Out and Child's Game going 
Discuss handout: Attending to Independent Play 
Discuss handout: Managing Behavior in Public Places 
PT wrap-up and open discussion 
HOMEWORK (if going on to SMT) 
Child behavior logs 
If Last Class 
Fill out post-PT Assessments 
• Draw for prize when all handed in 
Prize for perfect/best attendan ce 
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Appendix E 
Parent Handouts and Homework 
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Child's Game Homework Sheet 
Child' s Name : _____________ _ 
.Date Did,you Any comments: 
practjee? I , 
(yes o~ no) 1, 
Behavior Log 
Child's Name: _____________________ _ 
Behaviors should be recorded for at least 3 days during the time between dinner-time 
and bed-time. 
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If no problem behaviors occurred on a certain day, make sure to indicate so with either 
a "O" or by writing in "no behaviors" in the appropriate column. 
In Hours column, please record the number of hours between dinner-time and bed-time 
(i.e., the time period in which you recorded behaviors). 
Non- Physical Temper 
Date Hours Compliance A!!!!ression Tantrums 
Example : Example: Example Example: 1T1T1e: 1- 199 3 I I I 0 
Components of Stress 
Think of a stressor in your life and write it down beside "stressor." Then fill in 
examples of the other components as they relate to that stressor. 






Solution or slide 
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Monitoring Homework 
A. Give a brief description of an event or situation you were involved in just prior to 
experiencing a negative emotion. 
B. What did you say to yourself about "A" (use exact phrases when possible)? 
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C. Give a brief description of the feeling or negative emotion (guilt, anger, depression , 
anxiety, etc.) that you experienced after event "A." 
D. Describe a different belief that you could have abo ut "A" which would sti ll be true 
yet lead to a better emo tion al outcome . 
E. Briefly describe the new emot ional outcome. 
PARENT HANDOUT 
WEEKl 
Definition of Stress 
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The condition that results when interactions with the environment lead the individual to 
percei ve a di screpancy (real or not) between the demand s of the situation and the 
resources of the person 's biological, psychological, or social systems. 
Component s of Stress 
S Stressor A stimulu s that trigger s intern al tension. 
T Transaction Negoti ation s between the person and the environm ent. 
R Resistance The private struggle that goes on while trying to co pe with the 
stresso r. 
E Energy spent Mental and physical ene rgy that are part of the cos t of cop ing. 
S Strain The wea r and tear that results from copin g efforts. 
S Solution or Slide Coping effo rts may yield a soluti on, but co ntinued stress may 
lead to gradu al declin e in energy, hea lth , and motivation. 
Three Phase Model 
Phase I: Occurrence of Stressor 
Phase II: Respon se to Stressor - Physical, emotional, and cognitive reaction 
Phase III: Personal Interpretation of Stressor 




Relaxation training is a term that covers a variety of techniques that are designed to help people 
relax their variou s muscle groups and increase their sense of well-being. These are learned 
skills that must be practiced in order to be mastered . It is not a substitute for other treatments 
that you may be receiving but rather is an additional way to help you with your particular 
problem. Relaxation training has been successfully used to treat a variety of problems 
including: 
• excessive anxiety • gastrointestinal disturbance 
• pain • muscle tightness 
• headache 
In addition to the obvious effects of relaxing muscles, relaxation also brings about other bodily 
changes. The following are a natural part of relaxation: 
• heaviness of the eyelids 
• limpness or heaviness of the limbs 
• slower and/or deeper breathing 
• hands and feed becoming warm and toes and fingers becoming tingly 
• mor e awareness of your heartb eat 
You will ne ve r relax too deeply or too quickly. you may , howev er, fall asleep. If thi s is a 
problem, you may cons ider se tting an alarm prior to beginning your relaxation sess ion. 
Why Can't I Relax? 
Your musc les and nervous sys tem adapt readily to varying levels of tens ion. For examp le, your 
body retains muscular control without you being aware of it. If thi s were not so, you would 
spe nd all yo ur time thinking about the changing state of your musc les as you walk , sit, etc. 
Over a long period of st ress or pain , or during shor ter period s of severe stre ss or pain, your body 
will adapt to the high levels of tension. You continue to function , often unawar e that you are in 
an abnormall y high state of ten sion. Thus, the feedback signals that normall y inform your 
nervous system to take it easy go unnoticed. 
The reason for our inability to relax during such extreme tens ion is based on a well-known 
principle of perception. For example , lighting a match in a brightl y lit room doe s not appear to 
change the overall illumination of the room, whereas when you light a match in a dimly lit room 
the illumination seems to change dramati cally. The same is tru e with stress. Th e greater the 
tension in our mu scles, the les s we can sense any easing of that tension. Because our muscle s 
relax in gra dual steps, we sometimes cannot notice the change at all if we are very tense. As a 
result , we are often lea st able to relax precisely at the time s when we most need to. 
What Am I Learning? 
You wi ll be learning three techniques combined into one exercise . You wi ll probably find that 
one is more effective than the other techniques , or that a combination is more effective than any 
one used alone . 
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A. Progressive Muscle Relaxation (PMR): You will tense and relax various mu scle groups in 
sequenc e. PMR forms the basi s for your relaxation experience and is probably the easiest 
of the techniques to learn and achieve an effect from. 
B. Deep Breathing: You will take several deep breath s to enhance the effect of PMR. 
Remember to breathe from your diaphragm instead of your chest. 
C. Imagery: You will imagine that you are in a plea sant location . Thi s technique works best 
if yo u incorporate all of your se nses (see , hear, feel, and smell). 
Tips for Practicing Relaxation and Trouble Shooting 
1. Start Fresh 
Whil e it is acce ptabl e to use relaxation to assist with sleep, yo u should also pra ctice when 
yo u are alert and your mind is ac tive . 
2. Preparation 
Relaxa tion works bes t if consistently practiced on a dail y bas is rath er than waiting until you 
are feeling seve rely distressed. Howeve r, you may wa nt to help the relaxa tion process 
a long by engag ing in ce rtain activities prior to prac ticing. Exa mpl es includ e sitt ing in a 
wa rm bath , s ittin g in a qui et place, and liste nin g to soo thin g music. Th ese act ivit ies should 
be use d in additi on to your re laxa tion , not instea d of it. 
3. Interruptions 
Ini tia lly it is bes t if yo u ca n prac tice without int er rupti on. This may mea n taking the phone 
off the hook or telling others that you are not to be di st urb ed . If yo u wea r glasses or co ntact 
lenses it is a goo d idea to remove them prior to prac tic ing. 
4. Intrusive Thoughts 
It is ex pecte d that yo u will have intrusive thoughts whil e using rel axat ion. Th e bes t 
approac h is to adopt a passive attitude and le t the thoughts drift away, and then return to 
where yo u we re in the exe rcise. Some peo ple plan a ple asa nt image that they w ill return to 
fo llow ing intru sive thoughts and from there will return to thei r re laxa tion. 
5. Do Not Rush 
You may ex perience a tendency to rush. Take it slow and easy . 
6. Pain 
If yo u ex perience mu sc le twit ches, do not won-y as these are common . If , howeve r, you 
exper ience musc le cra mps it is best to generat e less tension and ho ld it for a shorter time. It 
is also good to move the cramped muscle whil e keeping other mu scles relaxe d. If yo ur pain 
increases, adjust your relaxa tion to avoid tensing the areas that are ca~1sing the pain. 
Albert Ellis' A-B-C's 
A = Activating event 
B = ~elief (Irrat ion al) 
COGNITIVE INTERVENTIONS 
WEEK3 
D = [onsequence (Emotio nal, Physical) 
D = Qifferent belief 
E = Emotiona l consequence (moderated) 
Categories of Irrational Beliefs 
1. "Awfu lizing" statements 
a. See events as catastrophic 
2. "S hould ," "Mu st," "Ou ght to" Statements 
a. Changes pref ere nce s ("I want") into demand s ("I should") 
3. Self-Evaluations 
a. Take one nega tive behavior and use it as a basis for genera l, negative se lf-adj ustment 
4 . Need Statement s 
a. Need= survival 
b . ff you set up something as a "co ndition for living ," you have an excuse to experience 
con stant anxiety about it 
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Examples of Irrational Beliefs 
1. I must always do well and win the approval of others . 
2. Others should treat me well and in precisely the manner I would like to be treated . 
3. Thi s is the end of (my career , my life , etc.). 
4 . Thi s is ridiculous, having to spend the entire day waiting to see the doctor. 
5. I'll never be a good (mother , father, wife, husband, employee, etc .). 
6. I'm worthless becau se I didn ' t get my work done by the end of the day. 
Stress Inoculation 
1. Preparation 
• develop self-statements to ass ist you in getting read y for a stressful event 
• i.e ., "J ust think about what I can do about it" 
2. Confronting and handling the stressor 
• prepare self-st atements to mange nega tive emotions when the y beg in in the stressful 
situation 
• i.e., "Relax. I'm in control ," "Don ' t assume the worst." 
3. Coping with feeling ove rwhelmed 
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• prepare se lf-statements that will he lp you cope with the particular aspec ts of the situation 
that may make you feel overwhelmed 
• i.e., "I can' t elimin ate stress completely; ju st keep it manageab le." 
4. Reinforce se lf-statement copin g 
• reinfor ce yourse lf for havi ng coped with the stressful circumstance 
• i.e., "I did it." or "Don ' t give up. I ' ll do bette r nex t time. 
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10 Ways to Untwist Your Thinking 
1. Identify the Distortions 
After you have the nega tive thought , identify the distortion or type of irr ational beli ef. 
2. The Straightforward Approach 
Sub stitute a more po sitive and realistic thought. 
3. The Cost-Benefit Analysis 
Li st the advantages and disadv antages of a negati ve feelin g, thou ght , or belief. 
4. The Double-Standard Technique 
Instead of puttin g yourse lf down, talk to your self in the sa me comp ass ion ate way you might 
ta lk to a fri end who was upset. 
5. Examine the Evidence 
Instead of ass umin g that yo ur nega tive thought is tru e, exa min e the ac tual ev idence for it. 
6. The Survey Method 
Do a survey to find out if your thoughts and attitud es are rea listic. 
7. The Experimental Technique 
Do an experiment to tes t the validit y of your nega tive thought. 
8. Thinking in Shade s of Gray 
Instea d of thinkjn g about yo ur problems in black-o r-whit e ca tegor ies, eva luate thin gs in 
shades of gra de. 
9. The Semantic Method 
Subst itute language that is Jes co lorful and emot ionally loaded. 
IO. Re-Attribution 
Instea d of blamin g yo urse lf entir e ly for a problem, think abo ut the many factors that may 
have contribut ed to it. Foc us on so lving the prob lem instead of using all your energy 
b lamin g yo urse lf and fee ling guil ty. 
183 
Assertiveness 
Some Mistaken Traditional Assumptions about Life and Your True Legitimate Rights 
Mistaken Traditional Assumptions Your Legitimate Rights 
!. It is selfish to put your needs before others ' l. You have a right to put yourse lf first , 
needs sometimes. 
2. It is shameful to make mistakes . 2. You have a right to make mistakes . 
3. You should respect the views of others and 3. You have a right to your own opinions and 
keep your differences of opinion to yourself convictions. 
4 . You shou ld be flexible and adjust. It's not 4. You have the right to protest unfair 
polite to question others' actions. treatment or criticism. 
5. You should never interrupt people. 5. You hav e a right to interrupt in order to ask 
for clarification. 
6. Things cou ld get worse; don't rock the boat. 6. You have a right to negotiate for change. 
7. You should always try to accommodate others. 7. You have a right to say no. 
8. You should help peop le when they're in 8. You have a right not to take respons ibilit y 
troubl e for someo ne else 's prob lem. 
9. You shouldn ' t take up others' valuable time 9. You have a right to ask for help or emotional 
with your problems. support . 
10. Keep it to yourself if you feel bad. 10. You ha ve the right to feel and express pain. 
Definitions 
J. Assertiveness: the disposition to bold or confident assertion without need for proof. 
z. Assertion: confident declaration or affirmation of a statement. 
3. Assert oneself: to compel recognition of one's rights or position. 
An assertive person can: 
I . Talk about feelin gs 
2. Talk about yourself 
3. Accept compliments 
4. Disagree mildly 
5. Ask for clarification; ask why 
6. Express active disagreement 
7. Speak up for your right s 
8 . Be persistent 
9. Avoid justifying every opinion 
l 0. Negotiate mutually satisfying solutions to a variety of interpersonal problems 
LADDER 
Look at the situation. What are your rights, needs, and feelings about the situation ? 
Arrange a time to discuss your problem. (Omit this step in spontaneous situation s.) 
Define the problem. Be specific and objective! 
Describe your feelings . Use "I messages" (i.e., "I feel hurt " rather than "You hurt me") 
Express your request in one or two easy-to-understand sentences. 
Reinforce. Let the listener know the positive consequences for them if they cooperate. 
Application 
1. You're giving a friend a lift to a meeting. The friend keeps puttering around 
for half an hour so that you will arrive late. 
Describe how you shou ld handle the situation. 
TIME MANAGEMENT 
A. AlLernating Strategy 
I. Schedu le things we have to do at certain times 
2. Make list of other things you have to do 
3. Make list of thin gs you want to do 
4 . Schedu le by choosing from #2 and #3 in alternating fashion 
B. Make "To Do " lists and prioriti ze 
1. High = mo st essential 
2 . Medium= de sirable 
3. Low= could wait or be done by someone else 
C. Schedule Down Time 
• Large and small activities/chunks of time 
D. Time Wasters 
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• e.g., indecisivene ss, phone calls , visitors, unnec essary meetings and paperwork , 
etc. 
• Solutions: 
1. Assert iveness 
2. Saying "no" 
3. Consider commitments before making them 
4. Delegat e 
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Behavior Tips to Improve Sleep 
Sleep disturbance can be caused from many factors including pain, illness, stress, depression, 
changing work shifts, environmental factors (e .g., barking dogs, airplanes, too much light, 
temperature extremes), hot flashes , heartburn , job problems, etc. When people experience loss 
of sleep they may find themselves becoming in-itable, fatigued, depressed, and even ill. On the 
other hand, it is sometimes amazing how much better people feel if they statt sleeping well. 
The treatments for sleep disturbance include both medication and behavioral intervention . In 
many ways sleep is a habit and, therefore, like any habit it can be trained for better or worse. In 
what follows I have listed several simple behavioral techniques that can help you to improve 
your sleep. 
1. Always get up at the same time every morning . This is the one aspect of the sleep cycle 
that you can easily co ntrol and will help to begin developing the habit. 
2. Take no naps . While it is very tempting to nap the day following a restless night , resist the 
urge. You want to establish a habit of sleeping at night when your body can move through 
all phases of the sleep cycle and, therefore , be rej uvenated . Naps will rob you of nighttime 
sleep. 
3. Use yo ur bed only for sleep. Do not read books , watch television, eat, etc. , in bed. You 
want your body to get the signal when it sees the bed that it is time for sleep . 
4 . Similar to number 3, go to bed only when you are sleepy. If you are not sleepy, continue 
doing some thin g else, perhap s somet hing that will be sleep inducing. 
5. If you are not sleep ing af ter about l5 minutes, ge t up and go do someth ing relaxing. Then 
when you fee l sleepy return to bed and try again . Kee p doing thi s until you fall as leep. 
6. Utilize relaxation strategies prior to getting in bed. Perhaps you know of so me good ways 
to ca irn yourse lf and prepare for sleep (such as a warm bath or reading). Additionally, yo u 
may benefit from relaxation training. There are specific relaxation skills that you can learn 
that will help you ca irn down and get s leepy. Ask you psychologist about these. 
7. Exercise, but do so ear ly in the day. Exercise is good in that it helps relieve stress and 
brings about fatigue and relaxation; how eve r, you should not exercise late in the day. 
Although it is relaxing in the long run, the imm ed iate effect of exercise for many people is 
to make them more alert and aroused. Thus, I recommend exerc ise be completed before 
dinner. 
8. Do not ingest caffeine after noon. Reme mber caffeine is found in coffee, tea , man y soft 
drinks , and choco late among other sources. It is a stimulant and, therefore, can affect your 
sleep . 
9. Do not ingest alcohol or tob acco within one to two hour s of go ing to bed. 
10. Do ingest a bagel or glass of milk. These contain naturally sleep-enhancing substa nce s. 
11. Try to retain a passive-relaxed attitude. Trying to "force" sleep will only result in more 
arousal and less sleep. 
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12. If you are a "bedtime worrier," that is you try to solve your problems while in bed, set aside 
another specific time of the day for worrying and problem solving. This will not only allow 
you to be more productive in your waking hours, but will also free your mind to not have to 
attempt to solve problems at night. 
13. Utilize relaxing imagery (i.e., pictures in your mind) as a way of calm.ing down your 
thoughts. You may picture yourself in a pleasant place or engaging in some type of 
relaxing and enjoyable activity. While using your imagination, incorporate all of your 
senses so that the picture in your mind is as real and, therefore, as relaxing as possible. 
These strategies need to be practiced "religiously" over a period of a couple of weeks. Your 
body needs, and in fact will crave, sleep. The trick is to channel it in the proper ways. 
Obviously if you physician has prescribed any medication for sleep, you should use it as 
directed in addition to performing the steps outlined here . If your sleep has not improved after a 
couple of weeks, you should again consult your physician and/or psychologist. 
These tips are intended only for those having sleep problems. If your sleep is fine you do not 
need to be concerned with performing the behaviors listed above . 
Terminology and Guidelines 
People act according to what we will call "laws of behavior.· Understanding these laws and the ways 
they work can help you understand why your child behaves the way he/she does . Applying skills and 
principles based on these laws will help you increase your child's good behaviors and decrease his/her 
unwanted behaviors. Many of these principles will sound like common sense, while others may not. 
Just remember that all of them have been studied extensively and have been shown to be effective . 
A - This stands for antecedent stimuli, which is a fancy word meaning "before.' These are •cues· or 
•events• that happen before a behavior that signal a behavior to occur . 
B - This is the behavior that happens. 
C - This stands for consequence. A consequence is something that happens after a behavior. 
Consequences can affect children 's behaviors. If the consequence is good, it is likely that the behavior 
will happen again, but if the consequence is negative, it is unlikely that the behavior will happen again . 
Let's look at the ABCs using an example. A child in the store with his mother sees the candy rack at the 
checkout counter and begins pestering his mother for candy. The antecedent, or "A," would be candy in 
the checkout isle . The behavior, or "8," would be asking or pestering for candy. If the consequence, or 
·c: is that the mother buys some candy, the child will be more likely to behave this way in the future in 
the same situation. But, if the consequence is that the mother does not buy candy and ignores the 
\ pestering, the child will be less likely to try this again in the future . 
Reinforcement 
Positive Reinforcement - This type of reinforcement involves giv ing a pleasant consequence to 
increase behavior. Consequences that increase behaviors are called reinforcers . To determine if a 
consequence is a reinforcer, observe your child's behavior after the conseq uence is given . If your 
child's behavior incr eases that consequence is a reinforcer. Reinforcers can be anything : attention, 
food, toys, money , praise, and even thing s we may consider unpleasant. For example, children are often 
reinforced by parental attention and even negati ve parental attention (yelling, etc.) may increase 
behaviors . 
For reinforce rs (and all consequences) to be most effective they must occur immediately after a 
behav ior. 
Negative Reinforcement - This is also called Escape. Escape involv es taking away unpleasant 
consequences to increase a behavior. 
A good examp le of thi s principle occurs when children whine. Whining is unpleasant and to get children 
to stop, parents often give in to chi ldren's demands . If you give into your child's whining, this mak es it 
more likely that the next tim e your child whines, you will do the same thing because you have been 
negatively reinforced (the unpleasant whining stops) . This is only half of the interaction though . Your 
ch ild is also being positively reinforced for whining. Your child learns that every time he/she whines, you 
wi ll give in to his/her demands . 
Extinction 




no longer occurs at all . The best way to do this is to take away whatever is reinforcing the behavior. 
Here's a simple example of how this principle decreases behavior. Let's say that you had a friend who 
paid you $10 .00 to do his dishes every day . One day your friend says, "I'm sorry, but I cannot pay you 
anymore for doing my dishes." Most likely, you will stop doing his dishes because there is no longer 
reinforcement for this task . 
Extinction Burst 
When using extinction, something interesting happens. The behavior gets worse before it gets better . 
This is called an Extinction Burst A good example of this is with a soda machine that is broken. You 
put your money in the machine, and it takes your money without giving you a soda. You might push the 
coin return, hit the machine, and put more money in, until you finally realize that the reinforcement of . 
having the soda is not going to happen, so you stop . 
If you use extinction to decrease a child's behavior, you can expect the same thing . If your child whin es 
every night before bed and you decide not to reinforce the behavior (by giving it attention) but instead 
put it on extinction (by ignoring it), you can expect louder whining and maybe even some kicking and 
screaming in the short term. However if you are persistent, the whining will stop. This persistence is 
important. If you initially ignore a behavior but give in when it gets too bothersome, you will have taught 
your child tllat if he/she stays at it long enough he/she will be reinforced. In reality you will hav e made 
matters worse! This is why you must be committed to using extinction before you begin. 
Differential Reinforcement 
When children misbehave, we can often change their behavior by reinforcing them for something we 
approve of . This is called "differentially reinforcing other behavior (ORO)" meaning other behavior 
that is appropriate. This is an effective way of changing behaviors. especially when paired with 
extinction. For example, when your child is throwing toys (in an effort to get your attention), ignore the 
throwing behavior and once he/slle does any other appropriat e behavior, reinforce him/her for it quickly . 
For example, if he/~lle picks up a truck and rolls it on the floor, reinforce llim/her for this appropriate 
activity. Keep reinforcing good behaviors and ignoring the inapproprie:ite behaviors . This will stop the 
throwing and increase the behaviors you reinfo rce. 
Puni sh ment 
Punishment is another way to decrease behavior, but it is often not the best way . Just like 
Reinfo rcem ent . there are 2 types of punishment. 
IYntl - This is when something negative happens right after a behavior. For example, a child refuses 
to eat his vegetables and is sent to his room or is spanked . A Type 1 punishment is something that 
happens after the behavior that is not pleasant, and reduces t11e behavior. 
IYP~ (Response Cost) - This is removal of a positive reinforcer after a behavior occurs. For example. 
a child refus es to eat her vege tables and has her dinner taken away. Or a teenag er comes home late 
and has car privileges taken away. These are examples of Type 2 punishment, which is also known as 
Response Cost . Because someth ing is being taken away, the misbehavior "costs' the child something 
that is reinforcing to him/her. 
Type 1 punishment may work immediately and quickly when you want a child to stop a behavior but 
there are drawba cks to this method. Often when the punisher f punishment is absent, the behavior still 
occurs. Punishment may also make the person who does the punishing feared . For example, when a 
mother says "Just wait until your father gets home!' the children may pair punishm ent with their fath er. 
And finally, when using physical punishment in the home, it creates an environment for aggression and 
increases the chances t11at ch ildren will react in aggressive ways . For example, wh en someone push es 
you, your first response is to push back. 
Paying Attention to Your Child's Good Play Behavior 
This portion of the program involves learning how to pay attention to and increase your child's good 
behavior. To learn this, it is first necessary to practice the skills of "paying attentioo." Later, you Vvill leam 
how to use these skills to Increase your child's compliance 'Mth commands and requests as well as other 
positive behaviors. These skills are practiced most easily in the context of a special playtime between you 
and your child as outlined below: 
1) Select a 5 minute lime eadi day for your ·special time• 'Nith your child . This can be after other children 
are at school if you have a preschool child, or after school or dinner if your child is of school age . 
2) No other children are to be involved in this special playtime! If you have other children in your family, 
either have your spouse look after them or choose a lime when the other children are not likely to 
disturb your special lime . You may choose to do this activity v.ith all the children in your family, but 
always do this individually . 
3) Set up this standard playtime before engaging in playtime for the first lime . When that time comes 
around simply say to your child, "It's now our special lime to play together." Then allow the child to 
choose from several toys/activities you have selected which you know your child enjoys. It is important 
that the child is the one to select the activity. The parent is not to take control or direct the play. 
Suggested activities include : crayons and paper, legos, building blocks, tinker toys , etc. Try to choose 
constructive and non-violent toys. 
4) Relaxlll Casually watch what your child is doing for a few minutes, and then join in when it seems 
appropriate. Do not try to do this special playtime when you are upset, very busy, or planning to leave 
the house immediately for an errand or trip, as your mind 'Nill be preoccupied by these matters. 
5) After watching your child's play, begin to describe out loud what your child is dolng . This is done to 
show your child that you find his/her play interes1ing. It is done something like the way a sportscaster 
might describe a baseball or football game over the radio. It should be exciting and action oriented . 
6) Ask no questions and give no commands . This is critical! Asking questions and giving directions is 
unnecessary and disruptive to your child's play. This is your child's special time to relax and enjoy your 
company, not a time to teach or take over the child's play . 
7) Frequently provide your child witl1 positive statements of praise, approval, and positive feedback about 
what you like about his.lher play. Be accurate and honest For instance, "I like it when we play quietly 
like this," "J really enjoy our special time together," or "Look at how nicely you have made that. .. • are all 
positive, appropriate comments. If you need help-thinking of these comments. see the second page of 
this handout for a list of ways to show approval io your child .-·· · 
8) If your child begins to misbehave , simply turn away and look elsewhere for a few moments. If the 
misbehavior continues. then tell your child that the special playtime is over-and leave the room . 
9) Each parent is to spend 5 minutes with the child in this specia l play1ime. During the first week , try to do 
this every day or at least 5 times in a week . After the first week, try to have this special time at least 3 
to 4 times per week. You should continue this special play1ime indefinitely . 
This program is easy to read; it is not easy to do!ll Initially many parents give commands or ask 
questions of their child. Don't worry too much about making such mistakes at first. Just try harder the next 
bme to improve your "at1ending· skills. 
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Paying Attention to Your Child's Good Play Behavior 
(Rules and Examples) 
Do Describe appropriate 
behavior 
Do Reflect appropriate talk 
Do Imitate appropriate play 
Do Praise appropriate 
behavior 
- Doesn't control the 
conversation 
- Shows the child you're really 
listening 
· - Demonstrates acceptance 
and understanding 
- Improves child's speech 
- Increases verbal 
corn munication 
- Lets the child lead 
- Approves child's choice of 
play 
- Shows child you are involved 
- Shows the child how to play 
'Nith others (forms basis of 
taking turns) 
- Tends to increase child's 
imitation of what ou do 
- Causes the behavior to 
increase 
- Lets child know what you like 
- Increases self~esteem 
- Adds to warmth of the · - ·· 
relatio~ship 
- Makes both parent and child 
feel good 
- Child: "I made a star." 
- Parent: "Yes, you made a 
star." 
- Child: "The camel has got 
bumps on top." 
- Parent "It has two bumps on 
top .• 
- Child: "I like to play 'Nith this 
castle." 
- Parent: "Yes this is a fun 
castle to la 'Nith. • 
- Child: "I'm putting baby to 
bed." 
- Parent: "I'll put sister to bed 
too." 
- Child : "I'm making a sun in 
the sky." 
- Parent: "I'm going to put a 
sun in m · cture too.• 
- Terrific counting! 
- I like the way you're playing 
so quietly. I 
- ;ou ~ave wonderful ideas for 
· this game . • 
- I'm proud of you for being I 
polite. 
- You did a nice job on that 
building. 
- Your design is pretty . 
- Thank you for sho.ving the 
colors to me. 
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f OP fEN Q\.JE5fION5 ABO\.Jf fHE CHILD'5 GAME 
1. Why aren't we talking about discipline? 
• Time-in vs. time-out 
• Contrast! 
2. Why should we use descriptive comments? 
• Shows interest; lets child lead 
3. Why no questions? 
• No questions allow children to lead 
4. Why no commands? 
• A void discipline situations 
5. Should I let my child play with anything he/she wants? 
• Suggestion: Let your child choose from "appropriate toys" to play with 
6. What if there are behavior problems during our special playtime? 
• Ignore insignificant behaviors! 
• Reinforce only behaviors you want to see more of! 
7. What if my child wants me to structure the play? 
• Support and encourage children to take the lead 
8. How should I end the play session? 
• Ignore protests/pleading 
• Tell your child you enjoyed your special playtime with him/her 
9. What if I have no time to do this? 
• Remember-five minute time periods! 
• Decide upon a time that works best for you 
10. Isn't this unfair to my other children? 
• If possible, establish special playtimes with all of your children 
Rewards Children Like 
11That's great! You1re learning 
to tie your own shoes! 11 
It's important to reward your child's good behavior. Reward-
ing good behavior is the easiest and best way to improve 
behavior. What rewards should parents use? Rewards that 
motivate children are social rewards, activity rewords1 and mate-
rial rewords. 
Rewards Children Like 
Social Activity Rewards Material 
Rewards Including Privileges Rewards 
Smiles Play cards with mother Ice cream 
Hugs Go to park Ball 
Pats Look at book with father Money 
Attention Help bake cookies Book 
Touching VVatch a late TV movie Jump rope 
Clap hands Have a friend over Ball oons 
Winks Play ball with father Yo-yo 
Praise Play a game together Flashlight 




Whil e irritatin g behaviors (i.e., whining , teasing, arguing, swearing, and tantrums) are not 
dangerous , they do lead to peer rejection and isolation which in tum lead to decreased self esteem . 
Ignorin g these types of behaviors is effective because the behaviors are maintained by the 
attention they receive , even negative attention such as yeJling and scolding . If ignoring is 
consi stently maintained , the behavior will eventually stop. If children are tl1en given approval and 
attention for appropriate behaviors , they will learn that it is more beneficial to behave 
appropriatel y. 
Rule s of ignoring: 
1. A void eye contact and discussion while ignoring . 
2 . Phys ically move away from the child but stay in the room if possible . 
3. Be subtle. 
4. Be cons istent. 
5. Combin e distrac tions for the child with ignoring. 
6. Return attention to the child as soon as mi sbehavior stop s. 
7. Limit the nwnb er of behaviors to ignore . 
8. Give attention to the child 's pos itive behav iors. 
Que stion s about ignoring: 
1. What i/yo u can 't igno re the misbehav ior ? 
Sometimes ignor ing the child 's misbehav ior causes anger to mount in the parent, resulting in 
explosive behavior on the part of the pare nt. ln this case set a limit on the frequency or 
duration of the behavior. Afte r this limit is reached provid e a mild punishment (i.e., after 
three swear words a valuab le toy is taken away for the week, after 30 seco nds of whinin g the 
same consequence is given). 
2 fnw 1 (/ / am ignoring my child but others are not? 
If others in the room are giving the child attention, remove the ch ild to another place where 
he/she can be ignored effec tively. Consider informi ng relatives . teachers, child care prov ide rs, 
neig hbors, etc. ahead of time of the ignorin g strategy and the target behaviors to ignore. 
Remember: At first the child 's misbehav ior beco mes worse before it gets better. Be consistent! 
Giving Effective Commands 
Parents can often achieve significant improvements in their children's compliance simply 
by changing the way they give commands to their children. When you are about to give 
a command or instruction to your child, be sure that you do the following: 
1) Make sure you mean it! That is, never give a command that you do not intend to see 
followed up to its completion . ·When you · rTJake-a request, plan on backing it up with 
appropriate consequences, either positive or negative, to show that you mean what 
you say . 
2) Do not present the command as a question or favor. State the command simply, 
directly, and in a businesslike tone of voice . 
3) Do not give too many commands at once. Most children are able to follow only one 
or two instructions at a time. For now, try giving only one specific instruction at a 
t ime . If a task you want your child to do is complicated, then break it down into 
smaller steps and give only one step at a time. 
4) Make sure the child is paying attention to you. Be sure that you have eye contact 
with the child. 
5) Make sure your child is capable of completing the command. It is unfair to punish a 
child for disobeying if he/she is physically or cognitively unable to complete the task . 
6) Reduce all distractions before giving the comman d. Often, parents try to give 
instructions while a television, stereo, or video game is on. Children often have a 
hard time attending when something more entertaining is going on in the room . Turn 
off or remove any distractions . 
7) Use explanations sparingly. Children wl10 ask for explanations are often more 
interes ted in stalling than knowing the answer. If you feel like you need to provide an 
exp lanation, give it before the command (e.g., ·o ur playtime is over and we need to 
get ready to go to the store. Please put your crayons away.") or after the child has 
complied (e .g., "Thank you for putting your crayons away. We're going to go to the 
store.') 
Remember not to give too many direct commands. No one likes constantly being told 
what to do! In addition, if can become difficult for you to follow through with 
consequences if you give too many commands . Use commands only when necessary 
and use choice commands if possible (i .e., please put on your white or red coat.) 
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Giving Effective Commands 
(Rules and Examples) 
Rule Rationale Examples 
Make commands direct, not • Eliminates any ambiguity about • Sit down right here (Instead of: 
indirect whether parent expects child to Would you like to sit down?) 
obey. • Pick up your toys (Instead of: 
• Makes it clear the child, not Let's pick up your toys, OK?) 
parent, is to do the task. 
Make commands single and small, • Easier for child to obey smaller • Put your shoes in the closet 
not compound. commands that are not (Instead of: Clean your room) 
overwhelming • Put on your pajamas. Thank 
• Some children can't remember you, now brush your teeth. 
multiple-part commands Good! (Instead of: Get ready 
• The child gets more opportunities for bed). 
for praise 
State commands positively. (Tell • Oppositional children rebel • Please sit in the chair (Instead 
child what to do, instead of what against "stop" and "don't" of: Don't climb on the counter!) 
not to do. commands. • Please get a book to read 
• Tells child what (s)he can do (Instead of: Stop bouncing that 
instead. ball!) 
Make commands specific not • Lets child know exactly what is • Use your indoor voice (Instead 
vague. expected. of: Act nice!) 
• Eliminates confusion. • Please walk (Instead of: Behave 
• Makes it easier to decide whether yourself1) 
the child has obeyed. . Wait for your turn (Instead of: 
Play nicely!) 
Use a neutral tone of voice instead • Children need to learn to respond • Come sit next to me (Instead of: 
of pleading your case. to commands given in a norn1al Sit here now!!! or It would 
conversational voice. really make mommy happy if 
• Makes interactions more pleasant you would sit here, please?) 
for both child and parent. 
Be polite and respectful , while • Makes interactions more pleasant • Please hand me the crayon 
still being direct. . Models good social skills • Sit next to me please 
. Less likely to cause an 
oppositional child to disobey 
Always provide a consequence • Fastest way to teach young • Parent: Hand me your paper. 
for obedience and disobedience. children to mind better. 
• Child: (hands paper to parent) 
• Compliance should not be taken 
for granted Parent: Thanks for doing what I 
• Consistency in providing asked' You're a good helper' 
consequences is the most • Child: (fails to hand paper to 
powerful tool for improving child parent) 
behavior. Parent: Hand me the paper or 
you will go to time-out. 
Effectively :Using Time Out 
Time out can be very effective in reducing your child's non-compliance and other inappropriate 
behaviors. However, it must be used in combination with other techn iques you have already 
learned. Never give a command that you do not intend to back up and always provide praise and 
approval to your child for obeying you. To effectively use lime out with your child follow the 
guidelines below : 
1. Always give commands in a finn but pleasant voice . Do not yell at the chi ld, but also do 
not ask commands as favors. Follow the suggestions given in the handout for giving 
effective commands . You may want to review that handout at this time . Make each 
command a simple, direct statement in a businesslike tone of voice. 
2. After you have given the command , count backwards to yourself from 10 to 1. Do not 
count out loud. This is so your child will not learn to wait until a certain number is said 
before complying . 
3. If the chi ld has not made a move to comply within these 10 seconds, you should say 
firmly, "If you don't [do what I asked]. then you are going to time out.' (pointing to time 
out area) 
4. Once you give this warning, count down from 10 to 1 again (to yourself, not out loud) . 
5. If your child has not started to comply within these 10 seconds then say, "You did not do 
as I asked, so you must go to time out. · This should be said calmly but firmly . The child 
is to go to the chair immediately, regardless of any promises he/she may make. The child 
is not to go to the bathroom, get a drink , or stand and argue with you. If the child resists 
going to time out, use slight physical guidance, but as little as necessary. If physical 
guidanc~ is absolutely necessary, pick up the child from behind and carry him/her to the 
time out chair. 
6. Place the child in the chair and say firmly, "Stay there until I tell you to get out." 
7. Do not talk to the ch ild at all while he/she is in time out. Go back to doing your previous 
work, but be sure to keep an eye on what the child is doing in the chair (without staring at 
him/her). When the child has remained in the chair quietly for the appropriate amount of 
time (see below}, return to the child and say, "You may get out of tim e out now.· 
8. At this point you should repeat your origina l command. If the child complies praise 
him/her. If the child does not comply, he/she should be sent to time out again. 
9. Watch for your child's next appropriate behavior and praise the child for it. This ensures 
that the child always receives praise and shows that you are not angry at the child but at 
what he/she did. 
10. When using time out for something other than non-compliance (e.g. breaking a set rule) 
send the chi ld to time out immediately (i.e .. do not use a warning statement). 
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Commonly Asked Questions About Time Out 
How Long Should the Child Stay in Time Out? 
Your child should stay in time out until two conditions are met: 
1. The child should always remain in time out for at least a minimum amount of time predeter-
mined by you . This should -be about 1 minute for each year of his/her age up to a maximum 
of 5 minutes . 
2. Once the minimum amount of time has expired, wait until the child is quiet. The first time 
your child is sent to time out, this may take several minutes or longer. You are not to go to 
the child until he/she has been quiet tor a few moments (about 30 seconds or so), even if it 
means the child remains in time out for a long period of time because he/she is arguing , 
throwing tantrums, screaming, or crying loudly. 
What if the Child Leaves the Chair Without Permission? 
Many children will test their parents' authority when time out is first used . They will try to escape 
from the cha ir before time is up. The procedure for correcting this behavior is to simply put the 
child back in the chair each time he/she gets up. This is to be done as often as is needed, no 
matter how often the child gets up from the chair. When placing the child back in the chair do 
not threaten or yell. Simply direct the child back to the chair and say in a busine sslike voice, 
"You need to stay in time out until you are quiet." 
What Shou ld I Consider as Leaving the Chair? 
Generally, a child is considered to have left the chair if both buttocks leave the flat seat of the 
chair. Thu s, the child can swivel about in the chair on his/her buttocks and does not have to face 
the wall, but if his/her buttocks leave the seal of the cha ir, then the procedure described above is 
to be followe d. 
What Type of Chair Should be Used and Where Should it be Placed? 
The chair shou ld be a straight-backed, adult sized, dinette-style chair. It should be placed far 
enough away from the wall that the child cannot kick or hit the wall while in the chair . There 
should be no play objects nearby and the child should not be able to watch television from the 
chair . Most parents use a comer of a kitchen, fir st-f loor laundry room, the foyer or entry area of 
a home, the middle or end of a long hallway, or a corner of a living room (not occupied by oth-
ers). The location shoul d be such that parents can observe the child while continuing about their 
business . Do not use bathrooms, closets, or the child's bedroom. 
What Shou ld I do it My Child Says He/She Needs to Get Out of the Chair? 
The child is not to leave the time out chair to use the bathroom or get a drink until his/her time is 
up and he/she has completed the task that was asked of him/he r. If children are permitted to do 
so, they will come to use this demand as a means of escaping from time out on each occasion 
they are placed in the chair. 
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Using Privileges to Manage Behavior 
When disciplining children with behavior problems, it is common to find that praise alone is not enough 
to motivate them to do chores, follow rules, or obey commands . Especially with older children it may be 
necessary to use additional methods to motivate them . Using privileges is one possibility . 
1) Sit down and explain to your child that you feel he/she has not been rewarded enough for doing nice 
things at home. Explain that you want to set up a new reward program so your child can earn 
privileges for behaving properly . This sets a positive tone to the program . 
2) With your child, make up a list of privileges he/she can earn. These can include occasional special 
privileges (going to the movies, getting a new toy) as well as more everyday privileges (15 minute 
later bedtime, getting extra dessert). Try to have at least 10-15 privileges on your list. 
3) Make a list of behaviors, chores, etc. which your child can do to earn privileges . Make sure that you 
don't place unreasonab le expectations on your child but also don't choose tasks that are overly 
easy . Good examples of chores/tasks are: setting the table, picking up toys, feeding the dog, etc. 
4) When your child completes a chore or does a behavior on your list, provide the child with one of the 
privileges he/she can earn . Be sure to always pair the awarding of privileges with praise . By doing 
so you ensure that praising your child mainta ins reinforcing value for your child . Also make sure that 
you tell your child what he/she has done to earn a privilege . For example, when your child earns the 
privilege of play ing video games you might say , 'Thanks for cleaning your room Johnny . Because 
you cleaned your room and did such a good job you may play video games for 1 hour.' 
5) Don't Be Stingy!!! One of the most common mistakes parents make is to expect too much at once . 
For the first week go out of your way to award privileges for any sma ll appropriate behavior . 
Remember that you can reward a child for good behaviors that are not on the list you have made . 
1} Make a list of priv ileges you feel should be 'automatic.· Automatic priv ileges are those your child 
does not need to do anything spec ial to obtain but are the everyday privileges you allow your child 
(televisio n. v ideo games . phone calls , etc. ). 
2) Make a list of behaviors . chores , etc .. wh ich must be done in order for your child to maintain his/her 
'automatic' privileges . This list shou ld relatively short and should include chores that your child is 
expected to complete on a daily basis . 
3) Make a !1st of inappropriate beha v iors that you will not tolerat e from your child . 
4) As long as your child completes the chores listed in #2, he/she is allowed to keep his/her automatic 
privi leges. If chores are not completed or your child exhibits one of the inappropriate behaviors 
listed in #3 , then take away certain "automati c' privileges . It may be easiest to pair each negative 
behavior w ith a specific privi lege that will be lost. By making a list of specific th ings your child can 
do to lose privileges , you will not be faced with the difficult situation of deciding what to take away 
from your child. Share this list with your child so that he/she knows what is expected of him/her . 
It is important to understand that you are not bribing your chi ld. Many parents feel that their children 
shou ld obey hou se rules simply because it is their responsib ility . Remember though, that you get paid 
for working at a job. In the same sense, obeying house rules is your child 's job and he/she should be 
able to earn privilege s in the same way you earn a paycheck . 
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PART 1: 
LIST OF CHORES EVERYDAY PRIVILEGES 
1. ___________ _ 1. ___________ _ 
2. 2. 
------------ ------------
3. ___________ _ 3. ___________ _ 
4. ___________ _ 4. ___________ _ 




6. ___________ _ 
7. ___________ _ 7. ___________ _ 
8. 8. 
------------ ------------
9. ___________ _ 9. ___________ _ 

































------------3. ___________ _ 
4. ___________ _ 
5. ___________ _ 
6. 
------------7. ___________ _ 
8. 
------------9. _________ __ _ 
10. __________ _ 
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Dot-to-Dot Reward Program 
Use of the dot-to-dot reward program either by itself or in conjunction with the grab bag reward 
program, is a fun and practical way to reward your child's appropriate behaviors. The following 
steps outline how to use this system. 
1. Identify an item or an activity to be used as a reward. This could be a toy, an article of 
clothing, a trip to an amusement park, etc. It should be something your child will enjoy and 
will want to have. It is important to include your child in the selection process but you have 
final say regarding the reward. 
2. After selecting the reward, draw a picture of the item on a piece of paper using dots. If you 
are not artistically inclined, you may use dots to spell out a word describing the reward (for 
example, if the reward is a new doll, spell out the word "doll" with dots). The number of 
dots you use should depend on the size (cost , time involved) of the reward item. For 
example, if the reward is a new baseball, you might want to have 10-15 dots but if the 
reward is an expensive new pair of sneakers, you might want to have 40-50 dots . 
3. Post the drawing in a place where it can be easily seen and reached by your child. Each 
time your child exhibits the behavior you are working on, have him/her connect to the next 
dot. When your child has connected all o the dots , he/she receives the pictured reward. 
4 . You may want to use this program in conjunction with the grab bag reward program (see 
additional handout). To do this, make every second or third dot in your drawing larger than 
the rest. When your child connects to a large dot , he/she is able to draw from the grab bag 
and receive a reward. 
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Grab Bag Reward Program 
Consistent use of a Grab Bag incentive system is a practical way to reward your child's 
appropriate or desired behaviors. The Grab Bag system uses three types of rewards including: 
special "goodies," privileges, and special parental time/activities. This system should be used 
immediately following appropriate behaviors, whether that is a good school note, dry bed in the 
morning, taking medication correctly, etc. To construct a Grab Bag system, you will need the 
following items: several sheets of paper, a container (jar, bag, hat, etc.), a pen, and scissors. 
The following steps are necessary to construct the Grab Bag system: 
1. Rewards should be selected based on what your child finds interesting or fun. Have your 
child assist you in generating reward ideas. You may "veto" specific rewards, such as a red 
Ferrari or weekend trip to Disney World, but keep in mind that rewards your child selects 
may be among the most effective and motivating . 
2. Create a range of rewards of different values. Some parents in the past have used a 15 or 30 
minute later bedtime; special time with a parent; a nickel, dime, or quarter; having a friend 
over; a special TV program; a special snack; a no chore day; or a movie rental. Emphasi zing 
privilege and parent time activities. Be sure to include a few (one or two) larger rewards. 
3. Cut 50 small slips of paper (e.g., l" x 3") and write one reward on each slip of paper. You 
should duplicate rewards (e.g ., 8 slips with special parent time). 
4. Place the completed slips in a container. Be sure to keep this container out of the child's 
reach , or larger rewards may mysteriously "float " to the top of the pile . 
5. When your child earns access to the Grab Bag, he or she should select a slip randomly. 
There should be no negotiation after the reward has been identified. If the reward cannot be 
provided immediately (i.e ., trip to McDonalds) , the child should receive a redeemable 
coupon to be used as a more convenient time. However , these couples should be redeemed 
as soon as possible or you risk reducing the effectiveness of the Grab Bag. 
6. Place the drawn slip back into the Grab Bag and remember to mix up the slips prior to the 
next drawing . 
Attending to Independent Play 
Many parents of children with behavior problems complain that they are unable to do 
things, such as talk on the phone , cook dinner, visit with a neighbor, etc. without be 
interrupted . The following steps were designed to help you teach your child to play 
independently when you are busy with another activity . Many parents provide a lot of 
attention to a child who is interrupting them but almost no attention to the child when 
he/she stays away, plays independently , and does not interrupt. No wonde.r kids interrupt 
parents so much ! 
1) W hen you are about to become occupied with some activ ity, such as a phone ca ll, 
reading , fixi ng dinner , etc ., give your child a direct command . This command should 
contain two instructions . One part of it tells the child what he/she is to be doing whil e 
you are busy , and the second part specifica lly tells him/her not to interrupt you while 
you are busy. For instance, you can say, •Mom has to talk on the telephon e, so I 
wan t you to stay in this room and watch television and please don't interrupt me.· 
Remembe r, give the child something to do that he/she enjoys and te ll him/her you do 
not wha t to be interrup ted. 
2) As you begin your activity, stop what you are doing after a moment, go to the child, 
and praise the child for remaining occupied and not interrupting you. Remind the 
ch ild to stay w ith his/her ass igned task and to not interrupt you. Return to what you 
we re doing. 
3) Wait a few mome nts , then return to the child and again praise him/her for not 
interrupt ing you . Return to your activity , wa it a little longer, and again praise the child . 
4) Over time , what you are trying to do is gradua lly reduce how ofte n you praise your 
child for'hot interrup ting while you increase the length of time you stay at your own 
task. Initia lly, you will have to interrupt what you are doing and praise your child very 
frequent ly, say every 30 seconds lo 2 minutes, but you should gradually increase the 
length of time you wait. 
5) If it sounds like your child is about to leave what he/she is doing and interrupt you, 
imm ediately go to your child, praise him/her for not interrupting you, and redirect 
him/her to slay with the task you gave him/her . 
6) As soon as you fin ish what you are doing, provide special praise to your child for 
letting you complete your task . You may even periodically give your child a small 
priv ilege or reward for having allowed you to comp lete your task. 
You may want to pract ice this before using it in "real" situations. For example , you could 
have a friend call you on the phone simply to have an opport unity to practice these steps. 
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Managing Behavior Problems in Public Places 
After your child has learned to comply with rules and commands at home, it will be easier to 
teach your child to behave in public places , such as stores , restaurants, etc. As at home, when 
out in public it is important to praise appropriate behaviors and provide consequences for 
inappropriate behaviors . Below are some guidelines to help you do this . 
1) Take practice trips 
Take several short trips as trial runs before making a longer trip . Limit these trips to 15-
20 minutes and make their sole purpose to practice these guidelines. 
2) Set up rules beforehand 
Before entering the store or other public place , always review with your child the rules 
you expect him/her to follow . You should have three to four rules . For example, if you 
are taking your child grocery shopping with you , your rules might be: Stay within arm's 
length of the cart , do not take any items off the shelve s, and do not touch any items on 
the shelves . 
3) Praise your child for good behaviors 
As you have been doing at home , provide your child with positive reinforcement for 
appropriate behaviors . Make sure to tell your child specifically what you like about his/her 
behav ior and frequ ently praise your child when he/she is following the preset rules. You 
may also want to cons ider providing some reward for your child - perhaps some special 
time with you at home following the trip or a special treat at the end of the trip. 
4) Set up conseque nces for misbehavior 
You must have consequences you can use for misbeha viors. These should be explained 
to your chi ld. One way to address misbehavior is to use a point system. Prior to your tr ip 
provide your child with a predeterm ined number of points which can later be exchanged 
for some privilege or treat. As your child misbehaves. subtract points from this total. 
Your child is allowed to · spend" the points he/she still has at the end of the trip . You 
shou ld determine what the points can be used to buy (i.e., w ill you allow the child to buy 
candy or does the chi ld need to spend the points on a special privilege once at home .) 
You should also consider using time out in public if you have successfully used this with 
your child at home . 
5) Give your child something to do 
Often children misbehave because they have nothing to do. When you are out in public 
with your child, talk to your child frequently and give him/her small ta sks to do. For 
example , if you are grocery shopping you may ask your ch ild to reach items on the lower 
shelves (only after you have pointed the items out to the chi ld) or you may hand items to 
the child to put in the cart. 
6) If your child throws a tantrum - do not give in 
If your child th rows a tantrum in an attempt to get candy or some other treat, do not give 
in. Ignore your child if possible and if necessary , leave the store. restaurant . etc . until 
your child calms down. (Note: Never leave your child alone - you should always 
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neuropsychological evaluations of children with neurological 
concerns and coordinate ongoing assessment probes . Conduct 
developmental evaluations of infants and toddlers in hospital-
based Neonatal Intensive Care Unit follow-up clinic. Provide 
behavioral and developmental consultation to parent s in rural 
areas via a telephone contact service. Psychological consultant to 
hospital-based pediatric continuity clinic , Neurobehavioral clinic, 
and medical resident s and students rotating through pediatrics. 
Supervisors: William J. War zak, Ph.D ., Jodi Polaha, Ph .D. 
2001-2002 Therapist, Division of Services for Persons with Disabilities, 
Logan, UT. Description: Provide mental health services for 
children and adults with Developmental Disabilities/Mental 
Retardation and comorbid diagnoses (e.g. , Bipolar Disorder). 
Provide individual counseling for clients and parent training. 
Consult with direct care staff and families regarding client's care 
and behavior management. Conduct psychological and 
intellectual assessments . Facilitate support group for parents of 
children with developmental and physical disabilities. 
Supervisor: Dave Stein, Ph.D . 
2001-2002 Student Therapist, Pediatric Practicum, Center for Persons with 






pediatrician and nurse practitioner at university-based practice. 
Consult with medical professionals on psychological factors 
related to patients, provide direct mental health services for 
children and families, and conduct psychological assessments 
with patients. Supervisor: Gretchen A. Gimpel, Ph.D. 
Student Therapist, Clinical Practicum, Psychology Community 
Clinic, Logan, UT. Description : Conduct individual 
psychotherapy, administer and Interpret clinical assessments. 
Supervisor: Sue Crowley, Ph.D. 
Child and Family Therapist, Preschool Head Start, Logan, UT. 
Description: Conduct individual and family therapy with families 
of Head Start children, consult with parents and teachers, observe 
Head Start classrooms, give in-service presentations, provide 
educational groups as needed . Field Supervisor: Theresa 
Christenson, University Supervisor: Dave Stein, Ph.D. 
Student Therapist, Clinical Practicum, Psychology Community 
Clinic, Logan , UT. Description: Conduct individual 
psychotherapy, administer and Interpret clinical assessments . 
Supervisors: Kevin S. Masters, Ph.D., Gretchen A. Gimpel, 
Ph.D., Sue Crowley, Ph .D. 
Clinical Practicum (Completed 300 hours), Blue Earth County 
Human Services, Mankato , MN. Description: Conduct 
individual therapy and psychological assessments, observe day 
treatment group therapy for clients with severe and persistent 
mental illness. Supervisor: Liz Wallin, M.A ., LP. 
School Psychology Experience 
2000-2001 
1999-2000 
School Psycholog y Internship, Logan City School District, 
Logan, UT. Description : School Psychologist for three 
elementary schools. Assess students' intellectual , academic, 
emotional, and behavioral functioning; make recommendations to 
IEP team regarding eligibility for special education services; 
conduct classroom observations; write reports ; consult with 
parents and teachers regarding behavioral interventions and other 
problems. Field Supervisor: Travis Loosli, M.S., L.S.P ., 
University Supervisor: Gretchen A. Gimpel, Ph .D. 
School Psychology Practicum . Logan City School District, 
Logan, UT. Description: Administer , score, and interpret 
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psychoeducational assessments, observe students m the 
classroom, write reports, consult with parents and teachers, 
conduct behavioral interventions, attend IEP meetings. Field 
Supervisor: Mary Griffin, M.S., L.S.P., University Supervisor: 
Kathryn Hoff, Ph.D. 
Counseling Psychology Experience 
2000-2001 
Research Experience 
Student Therapist , Counseling Practicum. Utah State University 
Counseling Center, Logan, UT. Description: Provide individual 
counseling for college students and conduct clinical assessments. 
Supervisors: Gwena Coulliard, Ph.D., Jesse Gora, Psy.M . 
(Intern). 
2002-present Pre-Doctoral Intern Researc h Assistant. Munroe-Meyer Institute 
for Genetics and Rehabilitation , Department of Psychology, 
University of Nebraska Medical Center, Omaha, NE. 
Description: Collaborate with supervisor to create new research 
projects on behavior problems in a clinical sample of Native 
American children and the relationship between caffeine intake 
and enuresis in children. Co nduct statistical analyses on already-
existing data set and assist in writing manu script for a project 
concerning what situation s make college students vulnerable to 
unwanted sexual activity. Supervisor: William J. Warzak, Ph .D. 
2000-Presenl Dissertation Researc h Project. Utah State University, Logan, 
UT . Title: The use of stress management in combination with 
parent training: An inter vention study with parents of pre school 
children. Description: Provide 11 weeks of parent training and 
stress management trainin g in group format for parents. One 
group receive s stress management before parent training, while 
the other group receives parent tra1111ng before stress 
management. Chair: Gretchen A. Gimpel, Ph .D . 
1998-2002 Graduate Research Assistant. Utah State University, Department 
of Psychology, Logan, UT. Description: Conduct behavioral 
treatment for parent s of children diagnosed with Attention Deficit 
Hyperactivity Disorder , conduct research with team members . 
Supervisor: Gretchen A. Gimpel , Ph.D . 
1996-1998 Graduate Research Assistant. Mankato State University 
Psychology Department, Mankato , MN. Description: Formulate 
208 
and conduct research for Master's Thesis, consult with and 
conduct research projects with research team members. 





Graduate Teaching Assistant , Analysis of Behavior. Utah State 
University Psychology Department , Logan, UT. Description: 
Write and grade tests, write weekly oral quiz questions, 
coordinate and supervi se animal lab , grade extra projects, record 
points and calculate final grades, lecture as needed. Supervisor: 
Carl D. Cheney, Ph .D. 
Graduate Teaching Assistant, Introduction to Psychology. 
Mankato State University Psychology Department , Mankato, 
MN. Descr iption: Proctor and grade tests , record test scores, 
show educational film s, speak with prospective Psychology 
Majors when they visit campus. Supervisor: Rosemary 
Krawczyk , Ph .D. 
Mankato State Univer sity Psychology Department, Mankato, 
MN . 
Graduate Teaching Assistant, Child 
Description: Supervise group projects , 
Supervisor: Nancy Fenrick, Ph.D. 
Guest Lecturer, Undergraduate Courses. 
Care Psychology. 
lecture as needed. 
• Course: Human Operant Behavior , Title: Imitation and 
Instruction 
• Course: Human Operant Behavior , Title: Conditioned 
Reinforcers and Everyday Situations 
• Course: Child Care Psychology , Title: How to Handle a 
Demanding Child 
Other Professional Experience 
1997-1998 Assistant Coordinator of Contract Students. Learning Center, 
Mankato State Univer sity , Mankato , MN. Description: Teach 
study skills workshops , advise student s, tutor as needed , help 
student s to utilize campus resources. Supervisor : Audrey Metro , 





Mental Health Worker. Horizon Homes , Mankato, MN (Halfway 
house for adult men) . Description: Supervi se completion of 
client chores, keep resident performance records up to date, help 
dispense medications . Supervisor : Mike Pribyl. 
Mark eting Repre sentati ve (Most recent title). Carl son Craft , 
Mankato , MN (Large national printing company). Description: 
Graphic design and write copy for ads and promotional piece s; 
write Vice President' s letters for mass mailing s; per sonal account 
repre sentative for printin g franchise headquarter s. Supervisor : 
George Wullschleger. 
2001 Trave l Grant ($400 ); Graduat e Student Senate and Department of 
Psycholo gy, Utah Stat e Uni versity . 
Trave l Grant ($400 ); Gradu ate Stud ent Senate and Departm ent of 
Psycholo gy, Utah Stat e University. 
Trave l Grant ($400) ; Graduat e Student Sen ate and Departm ent of 
Psychology, Utah State Uni versity. 
2000 Resea rch Grant ($200); Women and Gender Resea rch Institute 
and Department of Psychology, Utah State University. 
Resea rch Grant ($20 0); Women and Gend er Resea rch Institut e 
and Department of Psychology, Utah State Uni versity. 
Professional Activities 
In-Se rvice Presentat ions 
2001 "How to Work with Children with ADHD . " Presented to 
employees of summ er recreation program , Loga n Parks and 
Recreation Departm ent. 
1999 "How to Beat Holiday Stress." Teacher trainin g for Preschool 
Head Start. 
"Mental Health Problems in Preschoolers: Symptoms to Look 
For." Teacher trainin g for Preschool Head Start 
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Positions Held 
1997-1998 Treasurer of the Graduate Student Organization, Mankato State 
University, Mankato, MN. 
2000-2001 Graduate Student Representative, Utah State University , Logan, 
UT. 
Current Affiliations 
American Psychological Association, Student Affiliate 
Association for the Advancement of Behavior Therapy, Student Affiliate 
Association for Behavior Analysis, Student Affiliate 
National Association of School Psychologists, Student Affiliate 
Publications 
Gunderson, T., & Gimpel, G. (in prep ara tion ). The use of stress mana gement in 
combination with parent trainin g: An intervention study with parents of 
presc hool children. 
War zak, W ., & Gunderson, T . (in preparation) . Gender differ ences in reports of 
situati ons which put colleg e student s at risk for unwant ed sex ual activity. 
Co llett , B., Gimpel, G., Greenson , J. , & Gunderson, T. (2001 ). The assessment 
of discipline styles among the parents of pre school throu gh schoo l-age 
childr en. Journal of Psychopath ology and Behav iora l Assessment, 23, 
163-170 . 
Professional Presentations 
Warzak, W.J ., Gunderson, T.L. , & Polaha , J.A . (2003). Contexts that put college 
students at risk for unwanted sex. Poster pre sented at the annual 
conference of the Association for the Advancement of Behavior 
Therapy, Boston, MA. 
Gunderson, T.L. , & Galloway, A. (2003) . Multipl e neuropsychological prob es: 
Coord inating care betwe en par ents, neurops ycholo gy, neurolog y, and 
medicine: An integrative approach for informing interdisciplinary care. 
Poster presented at the meeting of the Nebra ska Psycholo gical 
Association, Lincoln , NE. 
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Galloway, A., & Gunderson, T. (2003). Informing interdisciplinary decision 
making through an integrative approach to neuropsychological 
assessment: Using multiple behavioral probes to monitor patient 
functioning and intervention effects. Poster presented at the annual 
Munroe-Meyer Interdisciplinary poster session, Omaha, NE 
Warzak, W., Galloway, A., & Gunderson, T.L. (2003). Adapting behavioral 
technology to monitor functional behavior in brain injured patients: An 
integration of evaluative models. Poster presented at the annual 
conference, Association for Behavior Analysis, San Francisco, CA . 
Collett, B.R., Gimpel, G.A., Johnson, C., Veeder, M., Gunderson, T., Gee, M., 
Ehrlick, A., Hughes , K., Berglof, H., & Odell, J.D. (2002, August). The 
Effects of Stimulant Medication on Children's Cognitive Performance. 
Poster presented at the annual conference, American Psychological 
Association, Chicago, IL. 
Collett, B.R., Ehrlick, A., Johnson, C., Veeder, M., Berglof, H., Gunderson, T., 
Jones, T., Gage, J. , Gimpel, G.A., & Odell, J.D. (2001, November). 
Cluster subtypes among children diagnosed with ADHD. Poster 
presented at the annual conference, Association for the Advancement of 
Behavior Therapy, Philadelphia, PA. 
Gimpel, G. A., Collett, B., Gunderson, T., Gage, J., (2001, November). · 
Predic tors of' Treatment outcome in parent training. Poster presented at 
the international conference, Association for Behavior Analysis, Venice, 
Italy. 
Co llett, B.R., Ehrlick, A., Johnson , C., Veeder, M.A., Berglof , H.K., Gunderson, 
T.L., Turcin , I. , Gage, J .D., Jone s, T. , Gimpel, G.A., & Odell , J.D. 
(2001, August). Differentia ting ADHD subtyp es in clinical practice. 
Poster presented at the annual conference, American Psychological 
Association, San Francisco, CA. 
Gimpel, G.A., Collett, B.R., Gage, J.D., Gunderson, T.L., Veeder, M . A., 
Ehrlick, A., Berglof , H.K., Jones, T., Johnson , C., Greenson, J .N., 
Trayford, L., & Hlav aty, S. (200 1, August). Treatment of ADHD: 
Preliminar y fin.dings from a par ent training program. Poster presented at 
the annual conference, American Psychological Association, San 
Francisco, CA. 
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Gunderson, T.L., & Gimpel, G.A. (2001, April) . The relationship between 
parenting efficacy and satisfaction with parent training.. Poster 
presented at the annual conference, National Association of School 
Psychologists, Washington, DC. 
Collett, B., Gimpel, G., Greenson, J., & Gunderson, T. (2000, August). 
Discipline styles among the parents of preschool and school-age 
children. Poster presented at the annual conference, American 
Psychological Association, Washington, DC. 
Gimpel, G.A., Hlavaty, S., Gunderson, T., Gage, J., Collett, B., Greenson, J., 
Rollins, L., & Hoff, K. (2000, April). The use of homework assignments 
in a parent-training program. Poster presented at the annual conference, 
National Association of School Psychologists, New Orleans, LA. 
Gimpel, G.A. , Greenson, J., Rollins, L., Collett, B., Hoff, K., Gage, J., 
Gunderson, T., & Hlavaty, S. (1999, November). Characteristics of child 
therapy drop-outs at a university training clinic. Poster presented at the 
annual conference, Association for Advancement of Behavior Therapy, 
Toronto, Ontario, Canada. 
Gunderson, T.L., & Houlihan, D. (1998 , May). Results From the Compensatory 
Reinforc er Checklist for Parents of Preschoolers . Poster presented at the 
annual conference, Association for Behavior Analysis, Orlando, FL. 
Gunderson, T.L., & Houlihan, 0 . (1997, November). Introdu cing the 
Compensato1y Reinforcer Checklist for Parents of Preschoolers. Paper 
presented at the meeting of the Midwest Association for Behavior 
Analysis and Therapy, Fargo, ND . 
